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Maxillofacial Injuries. Jack T. Rusu and Epwarp P. 
QUARANTILLO. Ann. Surg., 1952, 135: 205. 


The authors discuss the results of their experience 
in the treatment of 166 maxillofacial injuries result- 
ing from war injuries. They believe that a maxillo- 
facial team, consisting of a general surgeon and a 
dental surgeon, is required to best handle these cases. 
Surgery should be performed under general anes- 
thesia, which is best maintained by intratracheal 
administration. The following principles of treat- 
ment are advocated: 

1. Cleansing of the mouth and wounds by saline 
irrigations. 

2. Large doses of penicillin and streptomycin fora 
period of 1 week to control infection. 

3. Early débridement and repair. 

4. Conservation of as much bone and soft tissue as 
possible. 

5. Removal of loose or broken teeth and of loose 
spicules of bone. 

6. Closure of the mucous membrane inside the 
mouth with everting mattress sutures of catgut to 
keep the mouth contents away from the fracture site. 

7. Drainage of the wound with a rubber tissue 
drain through a dependent stab wound. 

8. Rigid fixation of the fracture site after reduc- 
tion of the fracture by means of intraoral wiring or 
extraoral splinting. 

9. Postoperative irrigation of the mouth with 
saline every 2 hours, or the use of zinc and hydrogen 
peroxide paste for packing defects which cannot be 
closed. 

10. Use of tracheotomy if there is danger of 
laryngeal edema. Evy Ex.iorr Lazarus, M.D. 


EYE 


The Retracted Eye Socket. 
Am. J. Ophth., 1952, 35: 89. 


The author discusses the various methods of pre- 
venting or correcting the retracted eye socket. 


ARTHUR E. SHERMAN. 


HEAD AND NECK 


It seems that the insertion of a sufficiently large 
implant at the time of enucleation or evisceration 
is the chief means of preventing a retracted socket. 

In correcting a retracted socket, the first step is 
the use of the large implant, if it is not already 
present. A Wheeler grooved glass sphere implanted 
in the muscle cone behind Tenon’s capsule is the 
method of choice. It adds a larger volume than can 
be placed in a reopened Tenon’s capsule. 

If an implant is already present, additional cor- 
rection can be obtained by an implant on the floor 
of the orbit. For this purpose, cartilage, bone, wedge- 
shaped acrylic, or glass wool is useful. Acrylic is 
preferred because it is easily obtainable and has no 
porous spaces in which blood and serum can collect. 

Loss of the lower cul-de-sac can be corrected by 
moving the conjunctiva downward into a pocket 
dissected down to the rim of the orbit. When com- 
bined with the operation for late implant, it yields 
greater relaxation of the conjunctiva for the new 
fornix. If mucous membrane is required, it may be 
obtained from the lower lip. 

JOsHUA ZUCKERMAN, M.D. 


Pituitary Exophthalmos. An Assessment of Meth- 
s of Treatment. Kate HERMANN. Brit. J. 
Ophth., 1952, 36: 1. 

The author discusses pituitary exophthalmos. She 
presents the clinical records of a series of 12 patients 
with exophthalmos of pituitary origin, points out 
the indications for x-ray therapy and for local sur- 
gical measures, and assesses the effect of irradiation 
of the pituitary. 

Exophthalmic ophthalmoplegia, progressive or 
malignant exophthalmos, and thyrotropic exophthal- 
mos are synonymous terms which imply that this 
bilateral exophthalmos is associated with ophthal- 
moplegia, and that the condition is progressive, 
leading to grave damage and eventual loss of the 
eyes. It is believed to be due to an excess of pituitary 
thyrotropic hormone. 

Clinically, this condition differs from the more 
common type of exophthalmos associated with 








Graves’ disease. A burning sensation, tearing, and 
diplopia may precede protrusion of the eyeball. 
When the condition is unilateral or asymmetrical, 
differentiation from orbital tumor may be difficult. 
Lid retraction is rare, the palpebral fissure is narrow, 
rather than enlarged, due to swelling of the eyelids, 
and there are heavy bags of edema below the eyes, 
edema of the conjunctiva, of the eyelids, the eyeball, 
of the orbital contents and even of the optic disks. 
The eyeballs protrude, lid closure becomes impos- 
sible and eventually the eyes protrude beyond the 
orbit so that corneal ulceration and perforation 
result. 

Progressive proptosis, localized edema, and 
myopathy are due to excess of pituitary thyrotropic 
hormone, and their development is favored by thy- 
roid deficiency due to thyroidectomy or depressed 
thyroid function from the use of antithyroid drugs. 

Radiation of the pituitary appears to be the treat- 
ment of choice in these cases, combined, when 
necessary, with local surgical measures to protect 
the eyes. 

In a series of 12 cases, the final result was reason- 
ably satisfactory. In no case did the condition pro- 
gress after radiation treatment. 

Four tables are presented under the following 
captions: treatment and the final result; response of 
individual ocular signs to roentgen ray radiation; 
the response of ocular signs to orbital decompres- 
sion and radiation; and the relationship between the 
duration and the severity of the ophthalmoplegia 
and the recovery of ocular movements. 

Josuua ZUCKERMAN, M.D. 


Influence of Terramycin on the Course of Experi- 
mental Ocular Tuberculosis. GruseppE LEpRI 
and STEFANO CAPALBI. Brit. J. Ophth., 1952, 36: 75. 


The authors discuss the influence of terramycin on 
the course of experimental ocular tuberculosis and 
compare its action with that of streptomycin. 

Experiments were conducted by injecting Koch’s 
bacilli into the anterior chamber of normal, non- 
allergized rabbits. 

Terramycin was found to be decidedly inferior to 
streptomycin, but terramycin was effective in delay- 
ing the appearance of the first signs of tuberculous 
phlogosis and the succession of other classic symp- 
toms of inflammation. After treatment was stopped 
there was a prompt recurrence of phlogosis and the 
final result was the same as that in the control 
animals, whereas in the animals in which streptomy- 
cin was used, the inhibiting activity continued. 
Both antibiotics used in combination presented a 
very slight advantage over the effect of streptomycin 
used alone. 

In comparison with the results obtained with 
aureomycin by Woods and others (1950), aureo- 
mycin is incapable of inhibiting the course of experi- 
mental tuberculous infections, but terramycin (at 
least under the experimental conditions observed by 


the authors) has a slight but definite inhibitory 


action. Josnua ZucKERMAN, M.D. 
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The Phasic Variations in the Ocular Tension in 






Primary Glaucoma. Sir STEWART DUKE-ELprEr. 
Am. J. Ophth., 1952, 35: 1. 

The phasic variations in the ocular tension in pri- 
mary glaucoma are discussed. The author attributes 
the exaggerated rhythm of the ocular tension in 
glaucoma to lack of the local vascular control which 
normally keeps variations of tension within compar- 
atively strict limits. This instability manifests itself 
by a rising phase of tension due to an increase in 
the hydrostatic capillary-venous pressure. This in 
itself is sufficient to raise the tension of the eye but, 
in addition, the drainage of the intraocular fluid is 
embarrassed or abolished as a result of the rise of 
pressure in the exit veins into which the aqueous 
veins flow. The second factor is eliminated after a 
successful drainage operation because the aqueous 
can now flow into the subconjunctival space instead 
of into the high-pressure veins. 

In the early stages of the disease the instability 
is phasic, transient, and recoverable. The circulatory 
control periodically reasserts itself, capillary-venous 
pressure falls, drainage is restored, and the ocular 
tension falls. 

In the simple type of glaucoma these variations 
are regular, spontaneous but progressive, and cause 
organic changes of a degenerative nature in the eye. 
In the congestive type of glaucoma the variations 
are irregular, episodic, and more abrupt, but since 
they are occasional and reversible, with intervals of 
freedom, the eye may be unimpaired for a long period. 

So long as these changes are intermittent and the 
circulation returns to normal, so that the eye gets 
rest periods, its function may remain good. When 
compensation becomes difficult or impossible, per- 
manent insidious or sudden damage results. 

In the simple type of glaucoma, it is possible that 
there is an ischemic sclerosis of the drainage channels 
which makes drainage through the normal mecha- 
nism more difficult so that the base pressure rises, 
and in the optic nerve leads to a deterioration of 
visual function. 

The fundamental cause is vascular; a permanent 
rise of tension is a common sequel. Although an 
increased tension has a deleterious effect on the 
function of the eye, vision can be affected by de- 
generative changes caused by the vascular impair- 
ment in the absence of tension. 

For a time the circulatory instability may be di- 
minished by cholinergic drugs, or by drainage 
(through an artificial channel by surgical procedures) 
into the subconjunctival tissues instead of into the 
high-pressure veins. These methods are only pallia- 
tive; they do not attack the fundamental cause. 

The nature of this cause is unknown. It appears to 
be neurogenic. Josnua ZuckerMAN, M.D. 


Transient Monocular Blindness Associated with 
Hemiplegia. MILLER FisHer. Arch. Ophth., Chic., 
1952, 47: 167. 

A syndrome is described in which monocular 
blindness precedes or is associated with contralateral 
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hemiplegia. The clinical picture is attributed to 
occlusion of the cervical portion of the internal ca- 
rotid artery on the side of the affected eye. Six cases 
are presented, in one of which the diagnosis was con- 
firmed at autopsy, and in another by arteriography. 

The clinical picture is characterized by repeated 
brief episodes of blindness in one eye. Characteris- 
tically, the blindness lasts from a few seconds to a 
few minutes. Blindness is usually complete in the 
affected eye, although at times the defect is limited 
to one sector. The frequency of attacks varies from 
several a day to a few each year. Symptoms may 
last for years, or may disappear completely after a 
few months. 

Intermittent blindness in one eye may be the first 
and only prodromal symptom, or it may alternate 
with transient attacks of contralateral paralysis and 
paresthesia. Episodic aphasia also occurs. The 
attacks of blindness seem not to occur at the same 
time as the other neurological symptoms. After 1 
or 2 months, or more, of intermittent blindness a 
contralateral hemiplegia is precipitated and this, 
while often severe, is not invariably so. Usually the 
attacks of blindness cease with the onset of the 
stroke. It should be emphasized that the patient 
will not volunteer the information about blindness 
after the stroke, possibly because he is ill or handi- 
capped or forgetful. Pulsation in the internal carot- 
id artery is typically absent. Usually, the patients 
are elderly and show clinical evidence of athero- 
sclerosis in other vessels of the body. 

The intermittent blindness probably depends upon 
the interruption of the blood flow to the retina. 
The mechanism of this is not known, but vasospasm 
or vasoconstriction of the central retinal artery 
must be considered most likely. The exact relation 
of the carotid occlusion to the transient phenomena 
is not clear. FRANK W. NEWELL, M.D. 


Role of Heredity in Etiology and Treatment of 
Strabismus. ABRAHAM SCHLOSSMAN and Bruno S. 
PRIESTLEY. Arch. Ophth., Chic., 1952, 47: I. 


The purpose of this study was to analyze the mul- 
tiple factors in the pathogenesis and etiology of stra- 
bismus and their transmissions. Fifty-eight families, 
in which 2 or more relatives with strabismus were 
examined, were carefully studied to ascertain if the 
etiologic factor in the ocular deviation was anatomic, 
innervational, or fusional. 

There was no direct relationship between the 
amount of hyperopia and the amount of strabismus, 
and it is highly improbable that hyperopia alone is a 
cause of strabismus. From a hereditary viewpoint, 
if the fusion faculty were defective, one would expect 
to find in the same family as many persons with di- 
vergent as with convergent strabismus, especially 
when the refractive error was negligible. The study 
proves conclusively that there is a constant direction 
of deviation. In families with convergent strabis- 
mus there may be numerous types of anomalies but 
all have convergent squints. The same holds for 
divergent strabismus. In only one family did an ob- 
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vious anatomic anomaly play a significant réle in the 
etiology. Both mother and son had Duane’s syn- 
drome and other members of the family had more 
ordinary types of convergent strabismus. Purely ac- 
commodative factors accounted for but a small per- 
centage of the patients seen, and was not hereditary. 
Amblyopia ex anopsia and abnormal retinal corre- 
spondence are not inherited. Anisometropia is a rela- 
tively unimportant factor in the etiology of familial 
strabismus. 

It was found that the data fit a 3 to 1 ratio, indi- 
cating a recessive inheritance for both esotropia and 
exotropia. There was a certain amount of lack of 
penetrance in both families with the convergent and 
families with the divergent strabismus. Convergence 
was dominant over divergence and about 1 of every 
4 persons is a carrier of the gene for strabismus. 

In the surgical management of strabismus, the be- 
havior of the squint in one member of the family may 
serve as a fair guide to the response of another mem- 
ber to similar surgical correction, if the types of 
strabismus are the same in the two members. 

FRANK W. NEWELL, M.D. 


Surgical Treatment of Esotropia with Bilateral 
Evaluation in Adduction. Martin J. Urist. 
Arch. Ophth., Chic., 1952, 47: 220. 


In cases of esotropia with bilateral elevation in 
adduction, and greater esotropia on looking down 
than up, there is apparent overaction of the medial 
recti. Bilateral resection of the medial rectus 
aimed at reducing the apparent overaction of these 
muscles gives the best surgical results. Bilateral 
resection of the lateral rectus gives poor results in 
these cases, often causing an exotropia for dis- 
tance, with a residual esotropia for near. This re- 
sults from causing an overaction of the lateral 
recti in addition to the overaction of the medial 
recti already present. 

The recession-resection operation is indicated in 
cases of concomitant esotropia in which the squint 
is the same on looking up and on looking down. 
It is not a good procedure when the squint is non- 
comitant, in that there is a large esotropia on look- 
ing down and eyes are straight on looking up. 
The resection of the lateral rectus tends to pro- 
duce an exotropia on looking up and for distance, 
while the recession of the single medial rectus is 
insufficient to correct the large esotropia for near 
and downward gaze. 

The recession of one inferior oblique during the 
primary operation does not give good results for 
the following reasons: (a) the vertical deviations 
are bilateral, and the recession of one oblique may 
cause a marked increase in the vertical deviation of 
the opposite oblique that was minimal and hard 
to detect before operation; (b) the vertical devia- 
tions may be secondary, and correction of the 
horizontal squint only may correct or improve 
them; (3) the recession may add a paretic vertical 
component to vertical deviations primarily dis- 
sociated or secondary to the horizontal squint. 








It is suggested that surgical procedures on the 
lateral recti have their greatest effect on the dis- 
tance and upward position of gaze, while oper- 
ations on the medial recti have their greatest effect 
on the near and downward position of gaze. 
FRANK W. NEWELL, M.D. 


Binocular White From Red and Green, and the 
Three-Component Theory. Gorpon L. WALLs. 
Brit. J. Ophth., 1952, 36: 67. 

Binocular white from red and green, and the three- 
component theory are discussed. 

Hurvich and Jameson (1951) have criticized cer- 
tain experiments intended to show whether yellow- 
ness is synthesized from redness and greenness (as the 
three-component theory of color vision holds), or is 
given by the activity of a separate (yellow-blue) re- 
ceptor in accordance with the opponent colors (Her- 
ing theory) and its derivatives. 

In these experiments a red stimulus was supplied 
to one retina and a green one to the other. If the 
observer obtains a binocular yellow sensation, this 
may prove that its yellowness (hence, presumably, 
monocular yellowness also) is created centrally from 
the activities of redness and greenness receptors. 

Hurvich and Jameson’s basic idea of viewing 
haploscopic ‘“‘pure”’ red and green stimuli was good. 
However, stimuli of this kind should be devised for 
an indisputably color-normal observer under the 
photopic conditions which are optimal for color 
vision. Preliminary adaptation should be to an 
extensive Munsell N 5/ surface illuminated with a 
true physiologic white light, probably 7,500° K. 
(Walls and Mathews, 1952) at the luminance level of 
the chromatic stimuli which he is to view later. Each 
of the chromatic stimuli should be presented in a 
bipartite field which also contains a standard white. 

It should at last be determinable whether dextro- 
ocular redness and sinistro-ocular greenness, on the 
basis of Hurvich and Jameson’s idea of each standing 
alone on its eye’s sensation (except for desaturative 
whiteness), synthesize binocular yellowness or dis- 
appear. If they disappear, the phenomenon should 
be explained. JosHua ZuCKERMAN, M.D. 


Hydrosulfosol as a Treatment of Chemical Burns 
of the Eye. Ratpu S. McLaucuiin. Am.J. Ophth., 
TOS2,. 352 21. 

The. author discusses the use of hydrosulfosol, a 
sulfhydryl-yielding solution, in the treatment of 
chemical burns of the eye. 

The drug was used in 26 of a series of 52 cases. 
For comparison, the unmodified denuding technique 
was used in the other 26 cases. 

It is pointed out that although hydrosulfosol may 
be used without serious danger in the human eye, 
it cannot, under the laws of chemistry, be expected 
to neutralize each and every chemical. Even its 
healing power may be questioned. Moreover, the 
presence of castor oil in the preparation seems to 
prevent contact of the active chemical with the 
living tissue of the eye. 
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It is concluded that the use of hydrosulfosol for 
the treatment of chemical burns of the eye is not 
superior to the denuding technique in regard to the 
development of residual opacities, the rapidity of 
healing, and the stability of the new epithelium. 
JosHuA ZUCKERMAN, M.D. 


The Treatment of Conical Cornea by Corneal 
Grafting. C. A. Pirrar. N. Zealand M.J., 1951, 
Supp: Tr. Ophth. Soc. N. Zealand. 


Conical cornea is one of the most favorable condi- 
tions for corneal grafting and yields a high percent- 
age of clear grafts. Generally the condition is not 
absolutely central but the apex of the cone lies 
slightly below and to the nasal side of the center 
of the cornea. Therefore, the best position of the 
graft presents a problem. If it is large enough, it 
may be placed slightly eccentrically in order to re- 
move the maximum of the thinned cornea and the 
edge will still be well clear of the pupillary area. 
Conversely, if the graft is placed centrally, it must 
be large enough to reach the outer limits of the ec- 
centrically placed corneal cone. 

Three patients with conical cornea were operated 
upon within the past 17 months. All were males, all 
cases were advanced, and all were progressing. The 
corneal splint used was described previously by the 
author. Vision was improved to 6/6 to 6/9 for dis- 
tance, and Jaegar 1 for near. In these cases the cor- 
nea is thin and flaccid and tends to collapse; how- 
ever, remarkably smooth healing occurs. A pressure 
bandage may be necessary for some weeks after sur- 
gery to prevent the graft from bulging forward. 
Each of the cases demonstrated a myopic astigma- 
tism soon after operation which lessened markedly 
within a few months. All patients had marked re- 
lief of photophobia after operation. Deep vasculari- 
zation of the host cornea which did not involve the 
graft was observed in all cases and the author con- 
siders it a favorable sign, tending to improve the 
nutrition of the graft. He suggests that grafting may 
help conical cornea by supplying a new central cor- 
nea and by stimulating the remaining cornea to re- 
sist any further weakening. 

FRANK W. NEWELL, M.D. 


Cataract Extraction After Glaucoma Surgery. AL- 
STON CALLAHAN. Arch. Ophth., Chic., 1952, 47: 132. 


The author states that when an extraction of a 
cataractous lens is necessary in an eye that has 
had surgery for glaucoma, three locations for the 
section may be considered. One location is through 
the bleb, the second is in the cornea anterior to 
the bleb, and the third location is laterally and in- 
feriorly, completely avoiding the bleb. 

Each procedure has its advocates, and the author 
would favor the third proposal. He presents 15 
cases in which this method of extraction was used 
with excellent results. In only 2 of the 15 cases 
was further surgery necessary. Intracapsular re- 
moval of the lens without loss of vitreous was of 
great benefit. 
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The greatest disadvantage to this procedure was 
corneal opacification due to derangement of cor- 
neal metabolism. 

The surgical procedure is described in minute 
detail. Ear H. Merz, M.D. 


Atypical Coloboma of the Choroid with Dysplasia 
of the Macula. SAmuEt L. SALTzMAN and HENRY 
T. GAYNIN. Arch. Ophth., Chic., 1952, 47: 159. 


A case of atypical coloboma of the choroid with 
dysplasia of the macula is presented. An excellent 
drawing accompanies the article. 

The etiology is assumed to be that of a prenatal 
malformation resulting from fetal inflammation. 
This occurred late in the development and caused a 
multiplicity of abnormalities, namely: (1) coloboma 
of the choroid, (2) dysplasia of the macula, (3) mal- 
formation of the optic disc, (4) aberrant retinal ves- 
sels and nerve fibers, (5) retention of Bergmeister’s 
papilla, and (6) foci of disseminated choroiditis. 

Ear H. MErz, M.D. 


Retroplacement of the Inferior Oblique at Its Scle- 
ral Insertion. CoNRAD BERENS, HELEN GRADY 
COLE, SOUREN CHAMICHIAN, and MARjorIE V. ENos. 
Am. J. Ophth., 1952, 35: 217. 

The authors have performed their method of 
retroplacement of the inferior oblique on 154 pa- 
tients. Retrodisplacement is indicated for hyper- 
tropia under to prism diopters in the primary 
position, and in bilateral cases when the hyper- 
tropia is greater in one eye than in the other. 
Myotomy or myectomy at its origin produces in- 
consistent results, but is still the preferable oper- 
ation if the hypertropia is greater than 10 prism 
diopters in the primary position. In the retro- 
placement operations, 1 mm. of recession averaged 
a correction of 1 prism diopter of hypertropia in 
the primary position for distance and for near, and 
2 prism diopters in the field of action of the in- 
ferior oblique. In the presence of a lateral devia- 
tion of 60 prism diopters or over, it is advisable to 
correct the lateral deviation first. 

The insertion of the inferior oblique is variable, 
but its nasal posterior edge averages 4.26 mm. from 
the optic nerve and 2.2 mm. from the fovea. The 
curved insertion line usually impinges upon the 
horizontal meridian. Though torsional variations 
after operation are not apparent, the nasal posterior 
part of the tendon should be receded less than the 
anterior temporal part in the ratio of 4 to 5, in or- 
der to maintain the normal relations. 

The exposure of the inferior oblique is effected by 
first rotating the eyeball upward and nasally with 
a black silk suture inserted at the limbus. The 
conjunctival incision is made in the lower temporal 
quadrant, 10 mm. from the limbus, with a con- 
vexity downwards. After the borders of the lateral 
and inferior recti are exposed, the insertion of the 
inferior oblique can be seen at the lower border of 
the lateral rectus. All fascial attachments to -the 
lateral rectus but not to the inferior rectus are 
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freed. The muscle is grasped with a special type of 
forceps close to the scleral attachment and care- 
fully severed, close to its insertion, with blunt 
scissors. Recession to the desired extent is effected 
by two double-armed nylon No. ooooo sutures in- 
troduced into episcleral tissue and tied with a sur- 
gical knot. A light pressure dressing is applied, 
and a Ring’s mask is used with a 15 mm. opening 
before the unaffected eye. If an appreciable re- 
action is noted on the following day, cold com- 
presses are applied. James E. LeBensoun, M.D. 


Effects of Ultrasonic Waves on the Refractive Media 
of theEye. Oscar LAVINE, KARL H. LANGENSTRASS, 
CHARLES M. Bowyer, FRANCIS E. Fox, and others. 
Arch. Ophth., Chic., 1952, 47: 204. 

Ultrasonic waves are sound waves having a fre- 
quency beyond the audible range, i.e., about 30,- 
ooo cycles per second. Differing only from ordi- 
nary sound waves by having a higher frequency 
and smaller wave length, these properties greatly 
influence their propagation through matter. 

Freshly slaughtered calves’ eyes were studied ex- 
clusively. Fine reversible lenticular perinuclear 
opacities were produced with low frequency, high 
intensity ultrasonic beams. These were the result 
of cavitation. High frequency, high intensity ultra- 
sonic beams caused a localized high temperature 
with irreversible cataract formation. The minimal 
temperature for opacity production was about 70 
degrees centigrade. Frank W. NEweELL, M.D. 


Preliminary Report on the Use of Methonium Com- 
pounds and General Anesthesia in Ophthalmic 
Surgery. B. W. Rycrorrand G. J. Romanes. Brit. 
J. Ophth., 1952, 36: 29. 

The authors present a preliminary report on the 
use of methonium (hexamethonium bromide) com- 
pounds as a general anesthetic in ophthalmic surgery. 

The blood pressure is controlled in 85 per cent of 
cases. The object of controlled hypotension is to 
eliminate bleeding at the site of operation. This fea- 
ture is achieved by a combination of the effects of 
the drug on the vessel tone and by an arrangement of 
the posture of the patient which causes redistribution 
of blood to the dependent parts of the body. When 
arteriolar tone is diminished, the veins fill with blood 
which is then drained by gravity to the dependent 
part of the body so that relative ischemia of the 
elevated parts of the body results. 

After intratracheal anesthesia with thiopentone as 
the basal anesthetic, anesthesia is maintained by 
nitrous oxide and oxygen, assisted occasionally by 
very small doses of ether. The Gordh needle is in- 
serted into a vein on the dorsum of the foot. 

Attention of a skilled anesthetist is essential both 
during the operation and until normal blood pressure 
has been established on return to bed. Adrenalin is 
contraindicated and the blood volume must be 
maintained. 

It was found that the use of hexamethonium witha 
suitable posture provides a safe bloodless field of 
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operation for operations in and around the orbit 
where bleeding would impair efficient and accurate 
surgery. 

Hemostasis is assured, blood loss is eliminated, 
fewer instruments are required, and time can be 
saved. 

In the authors’ series of ophthalmic cases and ina 
series of 1,000 cases at two plastic units, satisfactory 
anesthesia was obtained without any serious ill 
effects. Josuua ZucKERMAN, M.D. 


The Effect of Sutures and of Thrombin upon Heal- 
ing of Ocular Wounds. Joun H. DuNNINGTON 
and ELLEN F. REGAN. Am. J. Ophth., 1952, 35: 167. 


The lips of a wound are held together in the first 3 
to 5 days by a loose fibrin meshwork. The con- 
traction of the meshwork and the proliferation of 
fibroblasts produce a firmly healed wound in 12 to 14 
days. Sutures are essential to hold the edges of the 
wound in contact until fibroblastic proliferation is 
established. The effectiveness of a suture is de- 
termined by (1) the duration of tensile strength, (2) 
tissue response incited by the material, (3) rate at 
which the latter is absorbed, and (4) the degree to 
which it predisposes to infection. Silk sutures main- 
tain their tensile strength for about 7 days and pro- 
duce only a moderate round cell infiltration. Plain 
catgut loses its tensile strength in about 4 days, is 
absorbed in 7 days, incites a rapid and intense poly- 
morphonuclear infiltration, predisposes to infection, 
and delays fibroblastic proliferation. Chromic cat- 
gut retains its tensile strength longer, and is gener- 
ally absorbed in 21 days. Though plain catgut pro- 
duces a more severe cellular reaction, it is of shorter 
duration than that caused by chromic catgut. 

After a cataract operation, wound healing starts 
anteriorly and gradually progresses posteriorly. Ina 
corneal incision the primary closure is effected by an 
epithelial plug formed by proliferation of the corneal 
epithelium. With an attached conjunctival flap the 
initial closure takes place through a fibrovascular 
plug of episcleral tissue. Normal healing in either 
case is firm in from 10 to 12 days, and complete by 
the end of the third week. Imperfections in wound 
healing may result from overlapping, and from an- 
terior or posterior gaping. 

This investigation is based on cataract operations 
performed on Rhesus monkeys whose eyes were re- 
moved.at varying intervals over a four-month period, 
and then sectioned and studied. Proliferation of the 
conjunctival or corneal epithelium along the track of 
the sutures occurs rapidly. In some instances the 
path of the suture was completely outlined at the 
end of 2 or 3 days. Small round-cell infiltration 
around the suture occurs to a varying degree. If the 
suture is not too deeply placed it will usually slough 
out within 2 to 3 weeks because of stromal necrosis. 
In deeply placed sutures epithelial proliferation may 
extend into the anterior chamber, and the accom- 
panying extensive necrosis regularly causes an an- 
terior gaping of the incision. The following compli- 
cations could thus result: (1) epithelialization of the 





anterior chamber, (2) fistulization, (3) delayed iris 
incarceration or prolapse, and (4) hyphema. 

The use of artificially formed fibrin as a substitute 
for sutures was similarly studied. Two to three drops 
of a thrombin solution in isotonic saline (500 units 
per cubic centimeter) were applied to the wound. An 
equal amount of lyophilized plasma was added im- 
mediately and the edges of the wound were held to- 
gether for one minute without sutures. At the end of 
2 days, the fibrin present between the wound edges 
produced poor approximation. By the fourth day 
some fibroblasts were seen, round cell infiltration was 
negligible, and the epithelium had proliferated along 
the wound. After 2 weeks the incisions seemed well 
healed, with broad, dense cicatrices except for those 
eyes in which the corneal wound was epithelialized. 
The limited tensile strength of the scar did not insure 
firm and accurate closure. 

The authors conclude that corneoscleral sutures 
should not be inserted to a depth greater than one- 
half the depth of the incision. Because of foreign 
body reaction their number should be limited and 
their removal should not be delayed beyond 12 days. 
At present silk seems the material of choice. 

James E. LEBENSOHN, M.D. 


EAR 


Symposium on Audiology. S. RicHarp SILVERMAN, 
Scott N. REGER, Ira J. Hirsu, CLARENCE O’Con- 
Nor, and others. Ann. Otol. Rhinol., 1951, 60: 1025. 

This is a critique of several investigators, with 
SILVERMAN acting as moderator. 

The first paper was presented by REGER, who 
discussed the minimal requirements of equipment 
for audiological work. He believes that no equip- 
ment is better than the person who uses it, and 
he prefers that a precise person use simple equip- 
ment rather than that an unprecise person use 
precise equipment. 

He states that the speech audiometer is the most 
valuable piece of equipment. The pure tone au- 
diometer, tuning forks and percussion toys should 
also be in the audiologist’s armamentarium. 

Hirsu discussed how hearing aids work and for 
whom they would be valuable. The hearing aid 
works on the principle of amplification. In these 
cases in which hearing has been attenuated, such 
as is the case in conduction lesions, the hearing 
aid is usually of great value. In the nonattenuated 
type of hearing loss, usually a perceptive deafness, 
a hearing aid is not always effective. Speech dis- 
crimination tests and recruitment tests often reveal 
a type of deafness which cannot be helped by the 
use of a hearing aid. 

The problem of the deaf child was discussed by 
o’CONNOR. He stressed the fact that the deaf child 
should not be confused with one that is hard of 
hearing. In general, the presence or absence ol 
relatively normal language will roughly differen- 
tiate these two groups. A warning was made 
against placing too much value on hearing aids in 
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the case of the deaf child. The relative merits of 
a day school and a resident school for the deaf 
were discussed. O’CONNOR felt that the outlook for 
these children was good. 

Since World War II, the problem of psycho- 
genic deafness and its detection has become more 
important to the audiologist. DOERFLER says that 
psychogenic deafness occurs in 3 per cent of his 
department’s case load. He presented the follow- 
ing clues which will aid the otologist to discover the 
psychologically deaf: 

Sudden unexplainable onset of bilateral severe 
hearing loss, perceptive in nature. 

Audiometric slope resembling a saucer, usually 
lying between 50 to go decibels. 

Unexplained discrepancy between the results of 
the pure tone audiometer and the speech audi- 
ometer. 

Surprising response to therapy out of proportion 
to what may be reasonably expected. 

Results of special tests which include the Doer- 
fler-Stewart test and the galvanic skin response 
technique. 

Hoopte discussed the role of the otologist in 
audiology. He feels that the otologist should sup- 
port both local and national hearing programs. In 
addition, if there is no audiology center in the 
otologist’s community, he should attempt to orga- 
nize such a group and then actively participate in 
it. 

The otologist should be acquainted with the 
standard procedures followed by the large audi- 
ology centers. He should be able to interpret 
speech discrimination tests and be informed about 
the galvanic skin resistance objective hearing test. 
Auditory training is the best modality stressed. 
This, of course, trains an individual to use his 
residual hearing to optimum advantage. It also 
must offer psychologic help. 

Joun R. Linpsay, M.D. 


On the Genesis of Otosclerosis. C. O. NyLtén and 
Benct Nyttn. J. Lar. Otol., Lond., 1952, 66: 55. 


The etiology of otosclerosis remains unknown. 
The cause for this unusual disease must be sought 
with continued energy and enthusiasm. It is postu- 
lated that a determining factor in the origination 
of otosclerosis is located in the otic capsule itself. 
This circumstance favors the existence of a special 
vascularization in this area. It is possible that 
there exists a relationship between disturbances of 
circulation and metabolism. 

The microanatomical vascular supply of the otic 
capsule is not known precisely. For further re- 
search into the genesis of otosclerosis, it is neces- 
sary to obtain a detailed account of the anatomy 
and the physiology of the small blood vessels in 
the different layers of the normal otic capsule. 

Previous observations have seemed to indicate 
that an imbalance of the functions of the glands 
of internal secretion has something to do with the 
appearance of otosclerosis. Experiments were made 
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with injections of different sex hormones on guinea 
pigs. These animals have no spontaneous oto- 
sclerosis. The autopsy examinations have not re- 
vealed any otosclerotic obliterations in the otic 
capsule. Joun R. Linpsay, M.D. 


Otosclerosis: A Closed Method of Fenestration. 
Puitip Garson. J. Lar. Otol., Lond., 1952, 66: 65. 


A closed type of fenestration operation can im- 
prove hearing and seems to have some advantages 
over the open technique which is in common use. 
The open fenestration operation involves a plastic 
flap which alters the anatomy of the middle ear and 
creates an open cavity. In the closed method, a 
permanent cavity is not created and the structures 
of the middle ear are left essentially unaltered. If a 
fenestra can be made and then grafted so that it 
functions permanently while the middle ear cleft 
remains closed, certain advantages accrue to both 
the patient and surgeon. 

The closed method will shorten convalescence and 
eliminate the risk of a moist ear. 

The approach is postaural. An extensive atticot- 
omy exposes the horizontal canal without touching 
the incus or malleus, although both are in view. The 
incus is removed atraumatically. The fenestra is 
covered with a piece of conjunctiva. This, in turn, 
is covered with gold leaf and then a gauze pack. The 
wound is left wide open. One week later, the drain- 
age and the gold leaf are removed and the wound is 
closed with a small drain which is left in position for 
4 to 5 days. 

Seventeen recent cases are presented. These pa- 
tients received careful preoperative and postopera- 
tive audiometric evaluations. The first operation of 
this type was done in October, 1950. Encouraging 
results are reported. Joun R. Linpsay, M.D. 


Nuclear Jaundice and Deafness. JoHN GERRARD. 
J. Lar. Otol., Lond., 1952, 66: 39. 


Neurologic abnormalities have been found associ- 
ated with kernicterus. Although kernicterus com- 
monly occurs in association with Rh incompatibility, 
it may occur independently and then usually is asso- 
ciated with prematurity. Whatever the cause of the 
kernicterus, the neuropathology is identical and le- 
sions of the cochlear nuclei are common. 

Among 407 children with kernicterus due to Rh 
isoimmunization, 5 or 6 also had perceptive deafness. 
In another 17 patients, there was perceptive deafness 
associated with severe neonatal jaundice and prema- 
turity. The neurological lesion is not due to the 
jaundice or, directly, to the Rh isoimmunization. 
Whatever is responsible for the neurological lesion is 
probably an important cause of high-frequency deaf- 
ness in children who have had a hemolytic disease of 
infancy or in others who may have been born pre- 
maturely. The lesion in the cochlear nuclei causing 
the deafness is probably acquired during the first 
week of life. 

The auditory apparatus of 2 infants with kernic- 
terus who died during the neonatal period were 
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examined. There was no abnormality of the organ 
of Corti or of the spiral ganglion. Both the dorsal 
and ventral nuclei were extensively destroyed. In- 
volvement of both the ventral and dorsal nuclei was 
accounted for by the severity of the disease process 
in these 2 cases. In children with only a high-tone 
loss, involvement of part of the dorsal nuclei might 
be expected as it has been shown that fibers from the 
basal coil terminate in that area. 

There have as yet been no recorded cases in which 
a child with kernicterus and known to have been 
deaf has come to autopsy and the cause of the deaf- 
ness has been verified microscopically. 

Joun R. Linpsay, M.D. 


NOSE AND SINUSES 


Severe Nosebleed and Its Treatment. O nav E. 
HALLBERG. J. Am. M. Ass., 1952, 148: 355. 


Deficiencies in the clotting mechanism of the 
blood are seldom contributing factors in nasal 
hemorrhage. The bleeding is oftener due to a leak 
in the side of a vessel, which simply bursts open. 
When an older person has such a leaking vessel, the 
vessel tends to gape because of the sclerotic changes 
in arteries and veins, and atrophy of smooth muscle. 
The bleeding of older persons particularly, tends to 
repeat itself for about two weeks; it probably takes 
about that long a time for scar tissue to form and 
obliterate the vessel permanently. 

From 1930 to 1950, 212 patients who had severe 
epistaxis have been treated in the hospitals by 
physicians of the Mayo Clinic. 

Trauma figured in only 9.9 per cent of the 212 


cases, while in nearly all the remaining cases the 
nosebleed began when the patient was asleep or at 
rest. Severe epistaxis is essentially a geriatric prob- 
lem, since the nosebleeds of children and young 


adults are seldom severe. The commonest cases of 
nosebleed in this series were conditions which became 
progressively worse as the patient grew older. Of all 
patients studied, more than 4o per cent were more 
than 60 years of age. Of those past 60 years, 65 per 
cent had hypertension. 

No obvious cause was found for the hemorrhage 
in 53 of our 212 cases (25 per cent). Nearly all these 
patients, however, were in the age group in which 
cardiovascular disease is common. 

Treatment consisted of the usual conservative 
procedures, packing and electrocoagulation, and, in 
a few cases, ligation of the external carotid artery 
together with supportive measures. Details in the 
technique of postnasal packing and ligation of the 
external carotid artery are given. 


MOUTH 
Treatment of Bilateral Fractures of the Edentulous 
Mandible. Joun B. Ericu. Plastic & Reconstr. 
SUrg., 19052, 0: 33- 
The author is concerned with cases of early bi- 
lateral fracture of the mandible in which the pa- 


tients have edentulous mouths. If the injured per- 
son is without usable dentures and if the bony 
fragments are badly displaced, one must resort to 
open operations or to external pin fixation. The 
enthusiasm with which the use of pin fixation was 
embraced a few years ago is conspicuously absent 
today, and the author no longer employs pin ap- 
pliances for the type of injury under discussion. 
When the surgeon is fortunate enough to have the 
patient’s upper and lower dentures available for 
use, he prefers to treat the fractures by the tech- 
niques which he describes in the complete paper. 

If the lines of fracture are situated anterior to 
the first molar region, the problem of therapeutic 
management is simple. The fragments can be 
forced into proper position by manipulation while 
immobilization is effected by means of the lower 
denture, which acts as a splint; it is attached to 
three lower fragments of the mandible by circum- 
ferential wires which are passed around the bony 
segments and over the denture. It is advisable to 
employ at least two circumferential wires around 
the middle fragment and one around each posterior 
fragment. These wires should be spaced in such a 
manner that none of them is located nearer than 
1 cm. to a line of fracture. Fixation of the frag- 
ments by this method permits the patient to mas- 
ticate soft foods. Furthermore, this form of im- 
mobilization is not attended by any complications, 
providing that bronze, stainless steel, or tantalum 
wire is employed. Fixation should be maintained 
for 4 or 5 weeks. 

This form of therapy (the lower denture with cir- 
cumferential wires) is useless when the fractures 
are situated in or distal to the first molar region, 
because the posterior fragments are too short to 
retain circumferential wires; consequently, the 
treatment becomes considerably more complicated. 

A plaster head cap is applied, to which wires can 
be attached for holding the patient’s upper denture 
in proper position in the mouth. By means of cir- 
cumferential wires, the lower denture is attached 
to the middle fragment of the mandible. Hooked 
arch bars are applied to the teeth of the upper and 
lower dentures, and intermaxillary elastic (rubber 
band) traction brings the lower denture and the 
middle fragment of the mandible up into normal 
relationship with the upper denture and the max- 
illa, respectively. Oddly enough, when the middle 
fragment of the lower jaw once is returned to its 
normal position, the two posterior fragments as- 
sume a fairly normal relationship to the middle 
fragment and are no longer markedly displaced by 
muscle traction. These posterior fragments require 
no fixation, and in the 15 cases in which the author 
has used this technique the fractures have healed 
very satisfactorily. 

He does not pretend to assume that this tech- 
nique will be effective in every case, or that one 
never would find it necessary to resort to open re- 
duction. He is of the opinion, however, that this 
method of therapy is worth trying because it is a 
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minor operative procedure, causes the patient very 
little discomfort, and is without complications. 


NECK 


StrumaLymphomatosa (Hashimoto’s Struma); Re- 
view of 51 Cases with a Discussion of the Endo- 
crinologic Aspects. HArry STATLAND, MARVIN M. 
WASSERMAN, and AusTIN L. VicKERY. Arch. Int. M., 
1951, 88: 659. 

The authors present a review of 51 cases of 
struma lymphomatosa seen at the Massachusetts 
General Hospital, Boston. Serum protein-bound 
iodine determinations, radioactive iodine (I!) 
tracer studies, and radioautographs were obtained 
on several of the patients in the present series. 

Struma lymphomatosa is primarily a disease of 
women, occurring largely in those of menopausal 
age. The development of a rubbery-firm goiter in 
a period of usually less than 4 years, accompanied 
by symptoms of moderate pressure and moderate 
hypothyroidism, but unassociated with previous 
infection, thyrotoxicosis, or other known cause of 
goiter should suggest the possibility of this disease. 

Diagnosis is made when the clinical syndrome is 
combined with the pathological picture of thyroid 
cellular degeneration, diffuse lymphocytic infiltra- 
tion with lymph follicle formation and, occasion- 
ally, slight increase in fibrous tissue. 

As has been reported by other authors, there was 
no change in the pathological picture of specimens 
obtained after a 4 year interval in one of the cases. 
Protein-bound iodine studies were carried out on 3 
patients. The values found in 2 patients were in- 
dicative of hypothyroidism and the third patient 
was in definite myxedema range. 

Tracer doses of radioactive iodine (100 ye of I"! 
with 100 y of sodium iodide as a carrier) were 
given to 7 patients. The uptake of I’! was found 
to be within the range of normal in all patients 
but one, in whom it was found to be below normal. 

Radioautographs of histologic preparations in 3 
patients who had received a tracer dose of 500 uc 
of radioactive iodine (I!) the day prior to thy- 
roidectomy disclosed some of the usual disconcert- 
ing features encountered in the attempt to corre- 
late thyroid histologic changes with areas of radio- 
active-iodine uptake, namely, the difficulties in 
predicting the radioactive-iodine uptake in a spe- 
cific area from a study of the histologic appearance 
and vice versa. Areas composed largely of lym- 
phocytes, with only bare outlines of residual thy- 
roid cells, could not be expected to show any 
demonstrable uptake of radioactive iodine, and 
such was the case. However, other areas composed 
primarily of degenerating follicles sometimes showed 
a small amount of darkening on the radioautograph 
film, and, from the histologic appearance alone, 
one would suppose that the seeming degree of 
atrophy in these areas would preclude any func- 
tional activity. In general, the radioautographs 
revealed the epithelial cells to be less avid for I". 


The present study suggests that thyroid cellular 
degeneration is the primary event in the patho- 
genesis of this disease. The cause of the paren- 
chymal degeneration is not obvious from this 
study. 

Treatment of the patients in this series consisted 
of either subtotal thyroidectomy or removal of a 
biopsy specimen, followed by x-ray therapy. In 
recent years, removal of the isthmus for decom- 
pression of the trachea has been recommended, 
and this may be followed by irradiation therapy to 
the remaining tissue. Sufficient removal of thy- 
roid tissue to prevent pressure symptoms appears 
to be the prime requisite. In addition, there was 
suggestive evidence to indicate that thyroid in 
adequate doses may cause regression in the size 
of the goiter or prevent regrowth after subtotal 
thyroidectomy, without necessarily altering the 
pathological picture when subsequent biopsies are 
obtained. Epmunp R. Donocuug, M.D. 


Cysts of the Parathyroid. Doris BENDER MAXWELL, 
ROBERT C. Horn, JR., and JONATHAN E. Ruoaps. 
Arch. Surg., 1952, 64: 208. 

The occurrence of 3 lateral cysts of the neck, 
apparently arising from parathyroid tissue, led the 
authors to review the literature on this subject. 
While microscopic cystic areas in the parathyroid are 
common, and occasionally small macroscopic cysts 
are discovered at autopsy, large cysts presenting as 
swellings in the side of the neck are rare. Reports of 
only 8 such cases were found in the literature, al- 
though some authors have alluded to instances of 
large parathyroid cysts. Lahey states: ““‘We have 
operated upon a few patients for local tumors of the 
neck in whom the diagnosis was not certain but in 
whom the pathological report following removal has 
been that of a cyst arising in a nonhyperfunctioning 
parathyroid adenoma.” 

As the parathyroids arise from the branchial 
clefts, it is perhaps unwarranted to separate lateral 
cervical cysts with parathyroid tissue in their walls 
from other cysts of branchial origin. The distin- 
guishing features seem to be (1) the occurrence of 
fields of typical parathyroid cells in the cyst wall, (2) 
a cyst lining of cuboidal or columnar epithelium, 
and (3) the location of the cysts in a position cor- 
responding to that of the parathyroid glands. 

The 3 cysts described (bringing the total number 
of reported cases to 11) appear to meet the diagnostic 
criteria of parathyroid cysts. Two of these cysts oc- 
cupied the position of the right lower parathyroid 
gland and one cyst occupied that of the left lower 
parathyroid gland. All were lined by cuboidal or 
low columnar epithelial cells resembling those of the 
parathyroid. Parathyroid tissue was identified in 
the walls of two of the cysts. 

What is the origin of these large cysts? Thompson 
and Harris classified cysts occurring in connection 
with the parathyroid glands as follows: (1) simple 
retention cysts which are filled with colloid; (2) 
polycystic degeneration with a coalescence of small 
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cysts; (3) congenital cysts arising in and around the 
parathyroid glands, developmental anomalies of the 
gill pouches, as are the branchial cysts. 

Small retention-type cysts of the parathyroid 
glands are not uncommon and are found in from 2 
to 12 per cent of persons, in routine autopsies. 
Thompson and Harris state that such cysts may be 
single or multiple but that they rarely exceed the 
diameter of a low-power field. Cysts of the parathy- 
roid arising as a result of polycystic degeneration 
within the gland with a coalescence of such small 
cysts are thought to be exceedingly rare. 

Those parathyroid cysts thought to be congenital 
are considered developmental anomalies of the gill 
pouches. The superior parathyroids embryologi- 
cally develop from the fourth gill pouches and the 
inferior parathyroids from the third gill pouches. 
Branchial cysts might then occur within, or may be 
closely associated with, the parathyroid bodies. 

Welti concluded that large cysts in which parathy- 
roid tissue was included within the cyst wall proba- 
bly represented cystic development in the adult 
parathyroid gland but that in instances in which the 
parathyroid tissue was independent of the cyst wall, 
the cysts probably were of branchial origin. 

Since the origin of these cysts is uncertain, it would 
seem best to classify them as a special type of 
lateral cyst of the neck, possibly congenital, arising 
in connection with the parathyroid glands. 

BENJAMIN GOLDMAN, M.D. 


Simultaneous Bilateral Radical Neck Dissection 
with Recovery. Report of 2 Cases. S. L. PErzix. 
Surgery, 1952, 31: 297. 

Previous to the present article, no case of a one- 
stage bilateral radical neck dissection has been re- 
ported in the literature. Many two-stage proce- 
dures have been tolerated. The proper time interval 
between the first stage and second stage dissection 
has never been adequately determined, for there has 





never been any clinical evidence to indicate that one 
time interval was safer than another. Even short 
time intervals of less than a week have not seemed to 
increase the mortality. This suggests the possibility 
that a one-stage bilateral procedure might not be as 
dangerous as most surgeons would surmise. 

Bilateral excision of the internal, external, and 
anterior jugular veins, as was carried out in the 2 
cases reported, immediately throws the entire venous 
drainage load from the head onto the vertebral net- 
work of veins. Just as after the second stage of the 
two-stage operation, a temporary cyanosis and a 
somewhat more persistent edema of the mandibular 
region are the main postoperative sequelae of the 
single stage procedure. A possible advantage of the 
single stage procedure is that it eliminates cutting 
through tumor tissue or tumor-bearing lymphatics in 
certain malignancies at or near the midline. 

The first case reported herein was that of a 65- 
year-old man with carcinoma of the epiglottis and 
base of the tongue. A left radical neck dissection was 
done and then, while exploring a small mass in the 
right side, a rent was made in the involved right 
internal jugular vein. This was ligated, and a tempo- 
rary drop in blood pressure followed. The pulse was 
stable. Respirations dropped from 24 to 14 per 
minute. A complete right neck dissection was then 
done with removal of the right internal, external, and 
anterior jugular veins. Cyanosis of the face cleared 
in about 24 hours postoperatively, and edema grad- 
ually subsided over a period of several weeks. At 
autopsy, 6 months later, no cerebral changes could 
be found which might be attributed to the venous 
obstruction. 

In the second case, cyanosis again disappeared in 
24 hours, and the edema about the mandible has re-, 
mained marked through 3 postoperative months. 

There were no mental changes in either of these 
patients which might have been due to the passive 
congestion in the brain. Srantey W. TuEtt, M.D. 

















SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


The Diagnosis of Gliomas by Combined Electro- 
encephalographic and Angiographic Studies 
(Diagnostic des gliomes par l’eeg et l’angiographie 
conjuguées). M. Davin, H. Fiscucotp, G. C. 
Lairy-BounEs, and J. 
1952, 60: 81. 


T ALAIRACH. Presse méd., 


The authors recommend that patients suspected 
of having a glioma be studied intensively in order to 
gain as much information as possible about the 
location of the lesion and its general character in 
the hope that misdiagnoses can be avoided and 
that with the development of increasing knowledge 
improved neurosurgical techniques will be devel- 
oped for an attack on what are at present hopeless 
cases. 

Ventriculography, angiography, and _ electroen- 
cephalography to a considerable extent supplement 
each other, for they do not show the same thing 
and have special uses. An angiogram, taking all of 
its phases together, reveals disorders of the struc- 
tural arrangement of the blood vessels and local 
disturbances of the cerebral circulation. The elec- 
troencephalogram reveals functional disturbances of 
the cerebral neurons. Electroencephalographic al- 
terations are not specific for tumors and are cer- 
tainly not specific for gliomas. The tumor itself is 
electrically inactive, and inactivity is difficult to 
localize electroencephalographically; the localiza- 
tion depends on the presence of an irritative re- 
sponse in the compressed neurons which appears as 
spikes or seizure discharges, and on a depression of 
neuronal function which appears as slow activity. 
In patients with a tumor, localized slow activity 
consisting of waves with a complex form and a pre- 
dominately electrical sign points to a tumor invad- 
ing the cortex. Diffuse slow activity with simple 
wave forms and predominately positive electrical 
signs indicates a deep tumor. For as yet unex- 
plained reasons, tumors in the rolandic-parietal and 
parasagittal regions are difficult to localize electro- 
encephalographically. 

When concordant angiographic and electroen- 
cephalographic localizations are obtained, it may 
be unnecessary to carry out ventriculographic studies. 

The suppression reaction (reaction d’arret). The 
absence of suppression of the cortical activity when 
the eyes are opened suggests disorder in the depths 
of the brain and appears to implicate the peri- 
ventricular region. 

By putting the two sets of data from angiography 
and electroencephalography together, increased 


understanding can be obtained of the anatomical 
and physiological disturbances which occur when 
the brain is invaded by a glioma. 

ADRIEN VER BRUGGHEN, M.D. 





II 


NERVOUS SYSTEM 





Intraventricular Meningioma Simulating Pituitary 
Tumor ( A propos des méningiomes intra-ventricu- 
laires; la forme pseudo-hypophysaire). J. A. 
CHAVANY, M. BONDUELLE, and G. Gurot. Presse 
méd., 1952, 60: 89. 


The authors describe a 225-gm. intraventricular 
meningioma attached to the glomus of the choroid 
plexus on the left. The only focal neurological sign 
was a right homonymous hemianopsia. The patient 
was a girl, 22 years of age, with a t1o-year history 
of headache who in the last 3 years had had visual 
disturbances and excessive thirst. The sella turcica 
was enlarged and eroded, which led to a tentative 
diagnosis of craniopharyngioma. Routine x-ray 
films and an electroencephalogram failed to localize 
the lesion and finally ventriculography was em- 
ployed. The tumor was successfully removed and 
the patient recovered except for the persisting 
hemianopsia. 

The writers compare this picture with that de- 
scribed by Cushing, which, they say, consisted of 
unilateral headache, homonymous hemianopsia, 
hemiparesis, and cerebellar disturbances in one- 
half of the cases. ADRIEN VER BRUGGHEN, M.D. 


SYMPATHETIC NERVES 


Surgery of the Pain in Incurable Cancer (Cirugia 
del dolor en el cancer incurable). RAut F. MATERA. 
Dia méd., B. Air. 1951, 23: 4054. 

The trials of the analgesics in the pain of inoper- 
able cancer (morphine, irradiation, sex hormones), 
and sufficient consideration of the psychosomatic 
state of the patient (perhaps with the collaboration 
of a psychiatrist) has convinced the neurosurgeon 
that his services are necessary. He will encounter 
three different types of cancer pain which require 
three different methods of treatment. First, there 
is the pain in the face, lips, tongue, throat, and neck 
regions; second, there is the pain involving the 
shoulder and the upper extremity; and third, there 
is the pain involvement of the body below the fifth 
dorsal spinal segment, practically coinciding with 
the general conception of pains below the dia- 
phragm. 

In the first of the above groups, if the pain is 
limited to the territory of the trigeminus or of the 
glossopharyngeal nerve, the root of the trigeminus 
is cut by the subtemporal route (Wilkins modifica- 
tion of the original Frazier method), the occipital 
route (Dandy), or the descending root of the tri- 
geminal nucleus is interrupted after the method of 
Sovquist or one of its modifications. The Sovquist 
method is apparently to be used only in young in- 
dividuals with pain in the region of the first, or 
ophthalmic, branch of the trigeminus. Of course, 
any of the other types of nervous impulse interrup- 
tion may be combined with any of these methods 
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(Dandy, section of the glossopharyngeal nerve, sec- 
tion of the posterior roots of the cervicospinal 
nerves). Section of the first four posterior cervical 
roots will calm a stubborn pain condition in the 
superficial cervical plexus. 

Cancer pains in the shoulder and arm are usually 
associated with an inoperable process in the apex 
of the lung region, or result from metastasis in the 
ganglia of the neck region. The author describes 
an instance in his own experience which comprised 
an entire gamut of nerve impulse interruptions with 
indifferent success. The patient presented metas- 
tasis (melanoma) in the vertex of the right lung. A 
mesencephalic tractotomy (Dogliotti; Walker) was 
done, which resulted in total anesthesia of the 
homolateral side. However, intense pains of cau- 
salgic character persisted. The sympathetics of the 
upper thorax including the stellate ganglion were 
excised. This also was without result. A cervical 
tractotomy, or cordotomy, was then carried out, 
again with persistence of the pains. Finally, a pre- 
frontal lobotomy was done. Following this opera- 
tion the patient remained mentally confused and 
incontinent, and thereafter sank rapidly until death 
1 month later. This case is cited to show that the 
pains of the shoulder and arm as a result of neo- 
plastic disease are still a problem and a challenge 
to the neurologic surgeon. 

In the patient just mentioned the cervical cor- 
dotomy, or section of the spinothalamic tract at 
the level of the second cervical nerve root, proved 
unsuccessful. However, the author carried out this 
operation on 4 other patients. In 1 the operation 
was (as above described) unsuccessful; the second 
patient died of lung complications, being apparently 
free from pain; the third patient is at present with- 
out pain. The author counsels that in doing this 


operation the operator carry the incision suffi- 
ciently deep, particularly in its medial portion, since 
the cervical fibers of the spinothalamic tract lie 
on its medial side. 

For the third group of typical cancer pains, the 
so-called infradiaphragmatic pains, or pains below 
the fifth dorsal vertebra, the operation of election of 
the author is the so-called simple cordotomy (an- 
terior cordotomy; anterolateral cordotomy; spinal 
spinothalamic tractotomy; dorsal spinothalamic 
tractotomy). When the author suggests dorsal 
cordotomy, he means the anterior, or anterolateral, 
cordotomy done in the dorsal or thoracic section of 
the spinal cord. This is the operation introduced by 
Spiller and Martin in 1912. It is done by the author 
bilaterally, the cuts being at different levels on the 
two sides. 

The disadvantages of this operation consist of a 
transient weakness, objective and subjective, of the 
lower extremities which usually disappears after a 
week or a month, but which may persist indefinitely 
as a weakness in the knees. There may be a transient 
disturbance of the sphincters of the urinary bladder. 
There may be a loss of the orgasm in both sexes. 
In some patients, orthostatic hypotension may 
develop. 

With most of the other forms of operative relief 
of cancer pains, the author has had no experience, 
and hardly regards them as suitable for daily prac- 
tice in a hospital. However, he did do the Schwartz- 
White operation in 2 instances with good results, 
and the interruption of the mesencephalic spino- 
thalamic tract (Dogliotti and Walker) in 2 instances 
with good results in 1 patient and a continuation of 
the pain syndrome in the other. The author believes 
this operation entails some risk. 

Joun W. BRENNAN, M.D. 

















CHEST WALL AND BREAST 


Pain in the Breast. H. J. B. Atkins. Lancet, Lond., 
1952, 262: 271. 

Pain is difficult to define. Everyone knows what 
pain is, but no one can accurately describe it. Only 
close synonyms are employed to depict it; yet pain 
has certain qualities which help to unravel the ob- 
scurity even if it cannot be precisely defined. 
Applying this conception to breast pain, the author 
attempts to correlate various breast conditions with 
the type of pain. 

Breast abscess results in the crumpling of pain 
nerve-endings because of the swelling and tension 
consequent to the disease. Surgical drainage permits 
the straightening of the crumpled fibers, restoration 
of their surfaces, and subsequent relief of the pain 
sensation. 

In chronic inflammation, it is believed that fewer 
pain nerve-endings are caught up in the slower 
processes of distortion, resulting in pain of a less 
degree than that observed in acute phases of inflam- 
mation. 

In fibroadenosis a histomechanical complex is 
involved, which is associated with changes accom- 
panying the menses, barometric pressure, and the 
psychic tension of fear. It is an inclusive disease and 
as such is distinct from fibroadenoma which is an 
exclusive disease because the incapsulated tumor 
pushes the overlying structures forward without 
containing the fat or nerves proper. Malignant 
disease, contrarily, causes pain in 20 per cent of 
patients, depending upon whether it is in an inclusive 
or exclusive phase. STEPHEN A. ZreMAN, M.D. 


Carcinoma of the Breast. Joun J. ZELLINGER and 
GrEorGE C. Apie. Ann. Surg., 1952, 135: 173. 


An evaluation of the results of treatment of car- 
cinoma of the breast in a small general hospital is 
compared to the results obtained in larger centers. 
It is pointed out that in these smaller institutions 
there is no departmentalization or specialization in 
surgery, but the surgeons considered in the study are 
men who do all types of surgery. The authors’ 
presentation, however, is a hospital survey, and is 
not concerned with cases of individual surgeons. 
The survey is based on 143 patients, 136 of whom 
were treated by surgery, with or without supple- 
mental roentgen-ray therapy. 

The operative mortality rate was 0.7 per cent. 
Skin recurrence after operation was not unusually 
frequent (21.9%). The overall 5 year survival rate 
was 47.8 per cent. 

It is suggested that the active general surgeon not 
identify his results too closely with those reported 
by the larger clinics and teaching institutions in 
which so much of the surgical therapy is depart- 
mentalized. Ey Extiorr Lazarus, M.D. 
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Pain in Carcinoma of the Breast. 
Lancet, Lond., 1952, 262: 274. 

Pain is so variable in carcinoma of the breast that 
it is of no help in diagnosis; consequently strict, 
intelligent inquiry is demanded from this source. 
In the author’s personal series, 53 per cent of the 
patients with carcinoma of the breast had pain. 
Thirty per cent of these patients described it as a 
stabbing or snatching pain, whereas the aching type 
of pain occurred more often and was predominant 
over the other forms. 

It was seen that 6 per cent of 160 patients with 
chronic mastitis demonstrated a single stab pain, 
as did 3 per cent of 67 patients with fibroadenomas 
and 4o per cent of 5 patients with fat necrosis. A 
snatching pain occurred in 15 per cent of 204 pa- 
tients. 

In 230 simple breast conditions, the patients had 
had no pain at all, which led the author to believe 
that such an experience is fairly pathognomonic. 

STEPHEN A. ZIEMAN, M.D. 


D. C. Corry. 


The Sex Hormones in Advanced Breast Cancer. Ep- 
WARD F. LEwIsON and ROBERT G. CHAMBERS. 
N. England J. M., 1952, 246: 1. 


Early diagnosis and forthright surgery is impera- 
tive for the ideal patient with breast cancer amen- 
able to operative treatment. However, when the 
disease has metastasized, recurred, or has advanced 
beyond the stage of operability, it is then provident 
to resort to less specific and more palliative bene- 
fits, such as x-ray or hormone therapy. Despite our 
limited basic knowledge of the sex steroids and their 
mode of action—newly discovered adrenal and pi- 
tuitary steroids have already emblazoned the thera- 
peutic horizon of other almost hopeless diseases— 
one cannot help feeling that in cancer chemotherapy 
we may become even more beholden to the steroid 
chemists. Some of these steroid substances, which 
are normally present within the body, can and do 
control cancer growth of specific target-organ tu- 
mors. Certain patients with widespread metastases 
from either breast or prostatic cancer are today 
leading prolonged, pleasant, and pain-free lives due 
to the sex steroids. 

In the chemotherapy of cancer the hope of hor- 
mones lies in the internal alteration of the soil as 
well as the seed. However, tumor eradication by 
means of radical surgery is still the uncompromis- 
ing treatment of choice in cancer of the breast. All 
tumors considered curable by accepted methods of 
therapy must not be deprived of this treatment in 
favor of experimental measures. 

It is of tremendous importance to emphasize that 
the sex steroids, as we now know them, are not a 
cure for breast cancer, but they do offer some pro- 
found and gratifying results in cases beyond the 
scope of surgery or radiotherapy. Many patients 








with bone metastases, particularly to the spine, 
have been relieved of their agony within a few days 
to a few weeks after starting on steroids. The 
transient and evanescent rehabilitation of a forlorn 
and incurable cancer patient abandoned by the 
hope of surgery or radiotherapy is an achievement 
in itself—a cherished respite from inevitable de- 
spair. 

The present study is composed of 80 patients 
comprising a total of 97 case reports. All patients 
had inoperable, metastatic, or recurrent breast can- 
cer and had received single or multiple courses of 
sex steroid therapy. Patients having either an arti- 
ficial menopause, or having received irradiation 
within the preceding 6 months were not considered 
acceptable candidates for this study. 

A favorable subjective response was found to 
occur in about 52 per cent of patients receiving 
estrogens and in about 80 per cent of patients re- 
ceiving androgens. Objective improvement in bone 
metastases occurred in 27 per cent of the estrogen- 
treated patients and in 25 per cent of the testoster- 
one-treated patients. In the estrogen-treated pa- 
tients with soft tissue lesions, 32 per cent revealed 
objective regression, and in the testosterone-treated 
patients 35 per cent revealed objective regression. 
It must be emphasized that estrogens are to be used 
principally in postmenopausal women, whereas 
androgens can be used regardless of age. The dis- 
tribution of metastases, survival time, and side 
effects of hormone therapy are discussed. 

A close study of these results leads one to the 
disconcerting conclusion that it is by upsetting an 
individual’s sex hormone homeostasis, whether it 
be by androgens, estrogens, or castration (and more 
recently by adrenalectomy and even hypophysec- 
tomy), that one can profoundly alter a primary 
breast cancer or its more remote metastases. 

“Up till now, we have attacked the tumor, cut 
it out, burnt it out by rays, destroyed it—the 
endocrines on the contrary alter the patient’’—thus 
blending the battle against both the seed and the 
soil. By enhancing the subtle influence of these 
hormones we may some day learn to conciliate can- 
cer if, indeed, it cannot be conquered. 


TRACHEA, LUNGS, AND PLEURA 


Considerations of a Group of Tuberculous Patients 
Operated Upon by Thoracoplasty (Considera- 
zioni su di un gruppo di casi operati di toracoplas- 
tica). BENEDETTO Rossi. Chir. torac., 1951, 4: 368. 


The aim of thoracoplasty is to obtain the con- 
centric collapse of a cavity or of a lung involved by 
tuberculosis. To achieve this, apicolysis may be 
mandatory along with extrapleural pneumonolysis. 
Thoracoplasty must be regarded as a risky procedure 
in view of the possible complications, such as pleural 
effusions, empyema, mediastinal flutter, emphysema, 
cor pulmonale, shock, paradoxical respiration, dis- 
semination of infection, atelectasis, infections, throm- 
bosis, neurological complications, scoliosis, persist- 
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ence of residual cavitation, and aggravation of infec- 
tion. The introduction of streptomycin and PAS 
permits a period of preparation rendering the surgery 
more effective. 

Investigation of the renal and gastrointestinal sys- 
tems is a prerequisite for the selection of cases. The 
cardiac status is assessed along with the blood chem- 
istry and blood dynamics. As a rule, novocain is 
employed, occasionally supplemented by pentothal. 
Bronchoscopic aspirations are made routinely to 
render the respiratory tract as favorable as possible. 

Of 156 patients treated in stages or one-stage 
thoracoplasties, 129 became sputum-negative, 19 
were benefited but relapsed with positive sputum, 
and 8 died. In evaluating these cases tomography 
was employed. However, from the roentgenograms 
alone equivocal data may be obtained. Examination 
of the sputum rigorously performed a multiple num- 
ber of times is the best criterion for final assessment 
of the result. MIGUEL Drosinsky, M.D. 


Primary Anterolateral Thoracoplasty; a Prelimi- 
nary Report. Jame F. Pov. Dis. Chest, 1952, 21: 
70. 


Primary anterolateral thoracoplasty has been 
mentioned in the literature, but its use is far from 
generally employed. The author believes that this 
technique offers definite advantages and that it may 
be used beneficially in the majority of patients. 

The author’s first experience with the technique 
was preparatory to the Monaldi operation. He was 
impressed by the smooth postoperative course and 
by the great tolerance to the operation even among 
the seriously ill patients. Thus he began to use the 
procedure in patients with far advanced bilateral 
disease, in the older age groups, and in pregnant wom- 
en. Upon observing rapid improvement in the 
condition of these patients following the procedure, 
he was able to follow with the required posterior 
stage much sooner than otherwise, and the progres- 
sion of the operation was from the ‘“‘poor risk’’ to the 
“good risk.” At present, practically all of the au- 
thor’s patients (selected for thoracoplasty) first 
undergo an anterolateral resection which is followed 
shortly afterwards by a paravertebral operation. 
The one exception to employment of this technique 
is that of the patient who presents a small, high 
apical cavity (or cavities). It is believed that such 
cases are best treated by a single, three-to-four rib 
paravertebral thoracoplasty. 

At operation, the patient is placed in a supine 
position, the arm is in strong abduction, the elbow 
in flexion, and the hand resting under the head. 
Local anesthesia is used, complemented by intra- 
venous pentothal when necessary. The line of in- 
cision follows the posterolateral border of the pec- 
toralis major muscle from the level of the fourth 
anterior rib to about 2 cm. below the intersection of 
the pectoralis major and deltoid muscles. The fascia 
of the external border of the pectoralis major is 
incised, and this muscle is elevated to expose the 
pectoralis minor. This latter muscle is dissected 
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away bluntly to expose the axillary portions of the 
fourth, third, and second ribs. The axillary fat pad 
is dissected bluntly and retracted laterally to localize 
the first rib. The ribs are then taken out subperios- 
teally, taking the third, second, first, and finally 
the fourth, in that order. Resection is carried an- 
teriorly to include part of the cartilage, and posteri- 
orly to beyond the posterior axillary line. The 
average lengths for the resected ribs have been 6 cm. 
for the first, 11 cm. for the second, 16 cm. for the 
third, and 17 cm. for the fourth rib. 

After resection a partial apicolysis is performed. 
Two Penrose drains, left in the depths of the wound, 
are usually removed after 24 hours. External com- 
pression dressings are used over the infraclavicular 
and axillary fossae to prevent paradoxical motion, 
anoxia, and the retention of secretions. A shot bag 
is used over the wound to assist in immobilization. 

The anterolateral approach is followed within 15 
days by a posterior stage, which is made simple by 
the anterior two-thirds of the first four ribs having 
been already resected. In addition to resection of 
the remainder of these ribs, full lengths of three or 
four more ribs are resected in the posterior stage, 
depending upon the extent of collapse required by 
the pulmonary lesion. 

Of 15 patients on whom both stages of the rib 
resection have been completed, 12 have negative 
sputum, gastric and/or bronchial washings, on cul- 
ture. Of the 3 patients with sputum which is still 
positive, one shows an open lesion (a tension cavity 
with complicating bronchial disease) and in the 2 
other cases, cavity closure has been achieved. 

The author has encountered no wound infections, 
no uncontrollable paradoxical breathing, no reten- 
tion of bronchial secretions, no contralateral spread, 
and no reactivation of contralateral arrested lesions 
in these patients. Locking of the angle of the scapula 
developed in 1 patient and this was treated with 
partial scapulectomy. In another patient, painful 
protrusion of an anterior cartilage stump developed 
and this was satisfactorily managed by amputation 
during the posterior stage. 

In the present series, it was not always possible to 
perform the posterior intervention in one stage, since 
respiratory difficulties had made it necessary to 
postpone part of the resection to a later date. 

The strategic use of streptomycin gave protection 
to the patients during the operative crisis. 

The following advantages of anterolateral thora- 
coplasty are listed: (1) it enables the surgeon to 
operate upon the patients with poor exercise toler- 
ance through an inconspicuous incision and with 
greater rapidity and safety; (2) the number of 
operative interventions are diminished without sacri- 
fice in circumferential collapse; (3) the performance 
of the posterior stage is facilitated; (4) there is 
avoidance of muscular section, paradoxical respira- 
tion, retained bronchial secretions, mediastinal 
flutter, postoperative shock, excessive use of suture 
material, and excessive blood loss. 

Jacos T. BRADSHER, JR., M.D. 
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Late Results in the Treatment of Pulmonary 
Tuberculosis by Thoracoplasty. Grorce C. 
ADIE, WILLIAM G. CHILDRESS, HERMAN J. BREZING, 
and DonaLp Taytor. J. Thorac. Surg., 1952, 23: 92. 


A follow-up report of 146 patients treated with 
thoracoplasty for tuberculosis indicates that of 100 
original surviving patients followed from 1 to 17 
years, 80 were still living. Of these roo, there were 
76 arrested cases, 4 had active disease, 4 died of un- 
related causes, and 16 could not be followed. 

A second series of 188 patients treated from 1940 
to 1948 shows 111 cases arrested with negative 
sputum. Death from progressive tuberculosis 
accounted for 33 patients, 13 were apparently well 
but were sputum-positive on culture, 31 still had 
active disease, and 5 died of unrelated causes. 

Total figure analysis indicates a 58 per cent arrest. 
Of the 70 per cent of patients still alive 1 to 17 years 
after surgery, 84.3 per cent were arrested of tuber- 
culosis. Thoracoplasty plays a prominent role in the 
control of pulmonary tuberculosis. 

Rosert L. Craic, M.D. 


Anatomic Study, Classification, Origin, and Histo- 
genesis of ‘‘Air Cysts’’ of the Lung (Etude ana- 
tomique. classification, origine et histogénése des 
“kystes aériens”’ du poumon). P. Gaty and J. 
DELARUE. J. fr. méd. chir. thorac., 1951, 5: 519. 


In this review of the numerous anatomic forms of 
air cysts of the lungs, an attempt is made to sub- 
stitute an anatomic conception for the usual purely 
roentgenologic conception. Cysts of the bronchial 
lining and emphysematous bullae are differentiated, 
but the same histologic structures may characterize 
diseases, or syndromes, or simple transitory aspects 
of diverse affections. 

The three main classes of air cysts include (1) cysts 
of the bronchial lining, (2) pulmonary parenchyma- 
tous cysts (emphysema bullae) and (3) pneuma- 
toceles. Cysts of the bronchial lining include (1) 
dysembryoplastic cysts, (2) preformed epithelialized 
cavities, and (3) ampullary bronchiectases. The pul- 
monary parenchymatous cysts include (1) giant 
emphysema bullae of emphysematous lungs; (2) bul- 
lae of scleroatrophic emphysema, and (3) bullae of 
so-called obstructive emphysema. There is also the 
question of pseudocavitary bullous emphysema and 
distended lobes and zones. The pneumatoceles differ 
both as regards their symptomatology and course 
from the chronic irreversible bullae of emphysema 
and the pseudocavitary bullae. They develop during 
convalescence from acute bronchopulmonary dis- 
eases, especially in children, and rapidly retrogress. 
They are possibly due to a minimal loss of pulmonary 
substance with distension due to mechanical condi- 
tions resulting from pulmonary ventilation or asso- 
ciated stenosis. The question of obstructive em- 
physema is still controversial, and it is often difficult 
to distinguish bullae from pseudocavitation. The 
confusion between the chronic irreversible destruc- 
tive process in the former, and the acute reversible 
pseudocavity of pneumatocele still persists. A single 
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roentgenologic film in certain stages of the disease 
may lead to false conclusions. 

Following a carefully illustrated anatomic descrip- 
tion of the specified lesions, attention is directed to 
the peculiar conditions produced by antibiotics, 
which suppress the infection but leave in situ the 
mechanical features of the disease, (pneumonoses). 
The initial loss of substance has also been attributed 
to alveolar rupture because of trophic disturbances 
of sympathetic origin. The roentgenologic aspects of 
each type of cyst or bulla may demonstrate wide 
variations. 

Roentgenologically, one has to deal with the poly- 
cystic image, the isolated cavity, and the balloon 
cyst. 

The polycystic image may indicate either con- 
fluent dysembryoplastic cysts, cystic bronchiectases, 
or multiple disseminated bullae in a sclerotic lung. 
The isolated cavity may indicate either a dysembryo- 
plastic cyst, an emphysematous bulla, or a pneu- 
matocele. 

The balloon cavities, which especially in children 
may require urgent measures in the course of de- 
velopment, may indicate bronchial or dysembryo- 
plastic bronchoalveolar cysts, a definite static mal- 
formation, or an acquired pneumatocele susceptible 
to rapid, spontaneous retrogression. Differentiation 
is important since the treatment for these various 
conditions varies from exeresis to temporization or 
drainage. 

Bronchial cysts and balloon emphysematous bul- 
lae are often pedicled, permitting easy surgical extir- 
pation. Nonpedicled cysts may require the sacrifice 
of a lobe ora lung. In the course of the same disease, 
adjoining lesions may be of wholly different signifi- 
cance and prognosis. The various possibilities of con- 
fusion are discussed in detail. 

With regard to the origin of air cysts in the lung, 
those believing in their congenital origin are less 
numerous than formerly. The variations of structure 
in the majority of acquired air cysts are attributed to 
processes of ectasia and atrophy of pulmonary origin. 
The acquired variations of vascular nature and the 
superimposed inflammation will cause changes in 
local functional conditions with consequent new 
adaptations of the histologic elements expressed by 
metaplasia. The morphology of the tissues depends 
much more on their adaptation to local functional 
conditions and their variations than to any so-called 
transmitted hereditary specificity. These facts not 
only indicate caution in the evaluation of the con- 
genital nature of the conditions, but also form the 
basis for numerous intermediary forms with obscure 
classifications so that many different terms are used 
to designate identical lesions. 

It is concluded that with the exception of certain 
balloon cysts and certain polycystic states in young 
infants which are obviously congenital, most air cysts 
of the lungs are acquired, whatever their shape or 
number. 

The article contains 71 references and 18 figures. 

EpitH SCHANCHE MoorRE 


Developmental Origin of Cystic, Bronchicctatic, 
and Emphysematous Changes in the Lungs. 
A New Concept. EpGar Mayer and IsraAEL Rap- 
PAPORT. Dis. Chest, 1952, 21: 146. 


The pathogenesis of cystic, bronchiectatic, and 
emphysematous changes in the lungs can be ac- 
counted for on the basis of the newer knowledge of 
postnatal development of the lungs. The latter has 
undergone revision in that it is now claimed that 
the development of the lungs during infancy and 
childhood is associated with the growth of new 
structures in addition to growth in size. 

It is believed that postnatal growth of new lung 
units progresses until the age of 7 and that bron- 
chiectatic or emphysematous changes are acquired 
as the result of disease elsewhere in the body but 
indirectly affecting pulmonary growth. Pulmonary 
defects are often concomitant with glandular dys- 
functions, particularly fibrocystic, pancreatic, he- 
patobiliary, or pituitary insufficiency. Disease in- 
volving the reticuloendothelial system or connec- 
tive tissue system, such as xanthomatosis, lipoid 
granulomatosis, and tuberculous sclerosis also in- 
fluence pulmonary growth. 

Postnatal hypoplasia causes a deficiency of 
bronchiolar and alveolar development, leading to 
cystic and bronchiectatic changes as the thoracic 
cavity increases in size and expansive power. Post- 
natal growth of pulmonary tissue consists in pro- 
gressive growth of the peripheral parts of the bron- 
chial tree so that infantile bronchioles develop into 
major bronchi, and young alveoli become bron- 
chioles, while the alveoli in the adult represent the 
newest growth of lung tissue. The precise agent 
(from the aforementioned metabolic disease) re- 
sponsible for pulmonary hypoplasia is not known. 
It may be that dysfunction of the autonomic ner- 
vous system affects the structural growth of the 
myo-elastic bronchial elements. The resultant le- 
sion in the lung is then dependent on the nature 
and severity of the metabolic dysfunction and on 
the time of origin of the dysfunction. The earlier 
the onset of the disturbance the greater will be 
the change in normal bronchoalveolar growth. 

Mild injuries may affect segments of the bron- 
chial tree and be causative of bronchiectasis. Se- 
vere injury will lead to lung cysts or cystic bron- 
chiectasis, depending upon the stage of develop- 
ment of the bronchial apparatus. According to this 
concept, bronchiectasis, bronchiolectasis, and em- 
physema represent the pathological anatomy of 
lung growth. 

The final sequelae are determined by the com- 
plications of infection or allergy, resulting in vari- 
ous types of mechanical obstruction. Infection 
predisposes to bronchial obstruction and atelectatic 
changes which usually persist in the basilar lungs. 
Allergic reactions are manifested by bronchospasm 
and obstructive emphysema which usually persist 
in upper lung areas. Progression of these condi- 
tions finally terminates in giant cysts and pneu- 
matoceles. Mild infection results in silent lung 
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cysts and dry bronchiectasis, often latent for many 
years until revealed by a spontaneous pneumo- 
thorax or hemoptysis. __B. G. P. Suarrrorr, M.D. 


The Treatment of Residual Postabscess Pulmonary 
Cavities (Sul trattamento delle cavita pulmonari 
residue postascessuali). DANILO MARTINUZzI. Chir. 
torac., 1951, 4: 478. 

In 1942 Ruggeri advanced the idea that the resid- 
ual cavity after pneumonotomy, pneumoresection, 
or after treatment of a pulmonary abscess, repre- 
sents a healing process and only a plastic flap is re- 
quired to close the fistula which unites the cavity with 
the exterior. He proved his idea by presenting 3 

cases treated and healed in this way. In 1949 Rug- 

geri presented g more cases. At this time he em- 
phasized the histological structure of the wall of the 
abscess cavity and stated that in addition to the re- 
duction in size of the cavity by the pericavital 
emphysema, there is a proliferation of the connective 
tissue of its wall which is interspersed with mono- 
stratified or pluristratified epithelium which is 
bronchial in origin. According to Ruggeri this is the 
terminal act of a reparative process, and therefore 
the surgical problem is only the closure of the fistula. 

Before this closure is performed (1) a period of 8 to 
10 months must have elapsed after drainage of the 
abscess, all clinical signs of the disease must be 
absent, and the secretions of the cavity must be 
mucous without any trace of pus, and (2) the morbid 
process must have disappeared. 

The author adds 1 case treated in this way. His 
patient was in excellent physical condition 29 months 
after the closure of the fistula. 

Josepu M. A. Pape, M.D. 


Results of Surgery for Bronchiectasis. J. T. CHEs- 
TERMAN. Brit. J. Surg., 1951, 39: 263. 

This is a survey of 114 cases of patients with pri- 
mary bronchiectasis undergoing surgical resection 
during a 4-year period in the Thoracic Surgical Unit 
at the City General Hospital of Sheffield. Of these, 
66 were male and 48 female with age extremes vary- 
ing from 2% to 47 years, the majority being in the 
first three decades of life. Division of bronchiectasis 
into saccular and cylindrical forms proved of value 
in that it indicated the size of the bronchus affected, 
the saccular form being more peripherally situated. 
One type may progress or change into the other, and 
with alveolar collapse the cylindrical may be super- 
imposed on the saccular type. The symptomatology 
and prognosis of these types appear different. Of the 
114 Cases, 38 were classed as saccular. 

Saccular bronchiectasis was found more commonly 
in the upper lobes, particularly on the right side. 
Fifty-nine of the resections were done by the two- 
tourniquet method, 55 by the individual dissection 
technique, and 7 by a combination of both methods. 
There were 2 operative deaths and in each case the 
disease had been bilateral. Later there were 5 
deaths, 3 of which were primarily attributable to the 
chest condition. 





THE THORAX 17 


The author stresses as preoperative routine: 

1. Physiotherapy to establish normal function of 
the chest wall. 

2. Reduction and sterilization of the sputum by 
bronchoscopic aspiration, aerosol, penicillin given 
intratracheally and intramuscularly, streptomycin 
given intramuscularly, and by postural drainage. 

3. Removal of iodized oil from the lungs. Resec- 
tion of lung tissue is not done until the lungs appear 
clear on roentgenography or until they show no 
further signs of clearing after 2 months. 

4. Nasal sepsis should be controlled by producing 
a clear airway with adequate drainage of the antra, 
and removal of any septic or obstructing adenoids or 
tonsils. 

Postoperatively, an intercostal drain is used if lung 
tissue has been transected. Patients are allowed out 
of bed and breathing exercises are started within 48 
hours of the operation or earlier. Any difficulty in 
expectoration is treated by inhalation or broncho- 
scopy. Penicillin is given intramuscularly for a 
week. Any but small collections of fluid are aspi- 
rated at once, particularly if these are basal. 

The problems of morbidity were considered under 
four headings: 

1. Failure of expansion, this being the most com- 
mon cause of postoperative morbidity. The exact 
time of expansion was studied in 109 cases. No 
difference was found as to whether or not postoper- 
ative drainage was used. Empyema occurred more 
frequently with the tourniquet method than with the 
dissection technique, and with empyema, expansion 
was slower. Recurrent effusion appeared to be the 
major cause of delayed expansion of the lungs. 

2. Another cause of late postoperative morbidity 
was the spread of bronchiectasis to new areas of the 
lungs. This was more usual on the operative side, 
but did occur on the opposite side as well as on both 
sides. Bronchiectasis recurred in 1o of the 114 cases. 
Recurrent bronchiectasis in the author’s experience 
was always of the saccular variety. 

3. Collapse and pneumonitis on the contralateral 
side occurred in 4 cases. 

4. Morbidity and congenital abnormalities found 
at operation (5 instances) included an accessory 
artery through the diaphragm, a separate lingular 
lobe, a vein to the right auricle, an esophageal diver- 
ticulum, and a separate infracardiac segment of the 
right lower lobe, but none of these caused any in- 
creased incidence of morbidity. 

Three patients had pregnancies in this series; no 
complications were noted during pregnancy or labor 
after pneumonectomy. The author concludes that: 

1. Operative mortality for primary bronchiectasis 
appears almost entirely avoidable. 

2. Later mortality depends upon the number of 
diffuse and bilateral cases operated upon, and is 
probably avoidable in unilateral cases. 

3. Postoperative lack of expansion centers about 
tracheobronchitis and bronchial obstruction, pleural 
fluid, bronchopleural fistula, pulmonary edema, and 
infection. 
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4. Recurrent bronchiectasis appears within 24 
months following the original operation and is caused 
by fibrosis following edema and infection of the in- 
volved area. The precipitating factors are bronchial, 
vascular, or lymphatic obstruction. 

5. Lobectomy and segmental resection offer relief 
in some cases of diffuse bronchiectasis, they are of 
increasing value in bilateral cases, and the result of 
operation for unilateral disease (more than go per 
cent cure) can hardly be excelled in any other field 
of surgery. C. FrepErick Kittie, M.D. 


Extirpation of the Lung in the Treatment of Tu- 
mors of the Lung (La chirurgia di exeresi polmo- 
nare del trattamento dei tumori del polmone). 
ACHILLE MArio DoGtiotti and ANTONIO BosBBIo. 
Minerva med., Tor., 1951, 42: 905. 


In this article the authors give an account of their 
experience in treating tumors of the lung in the Sur- 
gical Clinic of Turin in the period from 1947 to 1950. 

A total of 126 patients were treated. Forty-eight 
of these patients were considered inoperable. Sev- 
enty-eight were operated upon. Of the patients op- 
erated upon, 27 were subjected to an exploratory 
thoracotomy, 12 underwent lobectomy, and 39 un- 
derwent pneumonectomy. 

Females were only sparsely represented as only 10 
of the total number of patients were of this sex. 

The majority of the patients were between the 
ages of 40 and 60 years (g1 of 126). Fourteen were 
between 30 and 40 years of age and 18 were between 
60 and 70 years; only 1 patient (inoperable) was 8 
years of age, and 2 patients were between 20 and 30 
years of age. 

Sixty-eight of the tumors were in the left lung and 
58 were in the right lung. 

Seventy-one tumors (58%) occurred in the su- 
perior lobe. 

The factors predisposing to pulmonary cancer are 
syphilis, the use of smoking tobacco, and antecedent 
pulmonary infections. 

Only 2 of the patients had had syphilis. 

As regards the use of smoking tobacco, 52 of the 
126 patients (41.4%) were nonsmokers, 53 patients 
(41.6%) were moderate smokers, and only 21 were 
excessive smokers. 

Twenty-eight (21.5%) of the patients had had 
antecedent pulmonary infections such as bronchitis, 
bronchopulmonitis, and pulmonitis. 

Five cases of tumor were discovered accidentally 
during routine roentgenological examinations. 

In 79 cases (62.7%) the symptoms had been pres- 
ent for less than 6 months and in 34 for less than 
2 months. 

Twenty-seven patients (21.4%) were sick from 6 
months to 1 year. 

Fifteen patients had had symptoms of the disease 
for a year or more. 

The time between the onset of symptoms and sur- 
gical intervention was short. Of 39 patients who 
underwent pneumonectomy, 34 had had symptoms 
for less than 6 months. Of 27 who underwent ex- 
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ploratory thoracotomy, only 9 had had symptoms 
for less than 6 months. 

The initial symptom was cough in 51 cases 
(40.5%), thoracic pain in 47 cases (37.3%), dyspnea 
in g cases, hemoptysis in 3 cases, general debility 
in 8 cases, and fever in 3 cases. 

At the time of examination 110 patients (87.3%) 
had cough, 95 (75.4%) had chest pain, 28 had 
dyspnea, 47 had asthenia, 29 had hemoptysis or 
blood streaked sputum, and 15 had fever. 

A peculiar symptom of cancer of the lungs is 
peripheral pain in the bones and joints. 

The diagnosis of pulmonary tumors is made 
chiefly from roentgenological examination. Symp- 
toms such as cough, chest pain, dyspnea, hemoptysis, 
asthenia, and fever are characteristic of other dis- 
eased conditions and pulmonary tumor is unsus- 
pected. The persistence of the above symptoms, un- 
influenced by common cures for such conditions in 
patients from 4o to 60 years of age should suggest 
roentgenological examination of the chest. 

Repeated roentgenological examinations of pa- 
tients with pulmonary tumors offer a basis of classi- 
fication of the tumors and the operability of the 
tumors. Anatomopathologically, the tumors origi- 
nate from a principal bronchus, a segmentary bron- 
chus, or the small bronchioles. 

Tumors originating in the primary bronchi dif- 
fuse rapidly by the lymphatics to the mediastinum 
and usually are inoperable. They produce cough 
with abundant mucus, dyspnea, and small hemor- 
rhages. Later occlusion of the bronchus produces 
atelectasis followed by diffuse or circumscribed 
pneumonia. These tumors progress rapidly to in- 
operability within 6 months. 

Tumors which originate in the lobar bronchi or 
segmentary bronchi diffuse more slowly. 

Tumors which originate in the bronchioles rapidly 
destroy the bronchi and diffuse concentrically into 
the surrounding parenchyma. They remain quiescent 
for a long time and are found on routine roentgen 
examination. Lymphatic diffusion is slow. 

Bronchoscopy is of great importance in the diag- 
nosis of tumors originating in a primary bronchus. 
Microscopic examinations of material obtained at 
biopsy are easily performed. 

The authors have had extensive experience in the 
cytological examination of bronchial secretions and 
believe that this is an important factor in the early 
diagnosis of pulmonary tumors. 

With chest roentgenograms, bronchoscopy, and 
cytological examination of the bronchial secretions, 
diagnosis of pulmonary tumors can usually be made 
very accurately. Tumors complicated by suppura- 
tive processes may evade detection. Roentgen- 
ological examination of the lungs with contrast media 
has been useful in detecting some of those cases 
which have slipped by undiagnosed. 

Besides inoperability of the tumor due to ex- 
tensive invasion of the cancerous condition, general 
debility, and cardiac, hepatic, and renal complica- 
tions contraindicate surgical treatment. 
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Clinical experience and improved diagnostic meth- 
ods have decreased the number of exploratory 
thoracotomies. These procedures are carried out 
only on patients judged clinically to be within the 
bounds of operability and who at the time of opera- 
tion are found to be inoperable. 

Lobectomy is indicated in cases in which the diag- 
nosis is uncertain as to whether the tumor is malig- 
nant or not; in cases in which the tumor is peripheral 
and not accompanied by any evident lymphatic dis- 
semination beyond the lobe; in cases presenting small 
tumors at the stem of a segmentary bronchus; and in 
cases in which lobectomy is the reasonable procedure 
because the patient can not undergo pneumonecto- 
my on account of circulatory or other conditions. 

Pneumonectomy is indicated in all other types of 
pulmonary tumors which are considered operable 
and not included under the indications for lobectomy. 

Lobectomy was performed in 12 cases of the au- 
thors’ with 1 operative death. Two patients died 
soon after operation and 2 others died within the 
first postoperative year. Of the 7 living patients, 
3 are in the best of physical condition 2 years after 
operation. Two are in good physical condition 
after 1 to 2 years after operation, and 1 patient is 
in good condition after less than 1 year after opera- 
tion. From these cases the authors conclude that 
patients with peripheral tumors without hilar in- 
vasion should undergo lobectomy and all others 
should undergo pneumonectomy. 

Pneumonectomy was performed in 39 cases with 5 
operative deaths. Four patients died within 4 months 
after operation and 3 died within 6 months after 
operation. Two patients with metastases lived for 
more than a year after operation. Ten patients have 
not been contacted since operation. Five patients 
subjected to operation less than 6 months before and 
8 subjected 12 months before are in good condition. 

Two other patients developed metastases after 2 
years had elapsed since the operation. They were 
treated with x-rays and are still in good condition 
and at work. BLACKWELL MarxkuaM, M.D. 


Coexistent Bronchogenic Carcinoma and Active 
Pulmonary Tuberculosis. Jacos GoLpBERG, Ep- 
MUNDO R. FIGUERAS, and BERNARD BARSHAY. Dis. 
Chest, 1952, 21: 184. 

The diagnosis of carcinoma of the lung in pa- 
tients with active clinical tuberculosis is beset with 
difficulty because the two diseases often resemble 
each other, or the tuberculous process dominates 
the clinical picture. A localized unilateral wheeze 
may be accounted for on the basis of bronchial ob- 
struction due to tuberculosis. Tuberculous cavities 
with large nodes, particularly in the upper lobes, 
may hide hilar or parenchymal shadows. Infiltrations 
in the lower lobe may be interpreted as due to 
tuberculous bronchogenic spread or caseous pneu- 
monia. A carcinomatous abscess may be misdiag- 
nosed a tuberculous abscess. 

Carcinoma associated with tuberculosis should 
be suspected in patients with persistent chest pain 
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and absence of pleural complications. Atypical 
changes in serial x-ray films, or hemoptysis in pa- 
tients with limited tuberculosis should focus search 
for the possibility of carcinoma. 

The present report consisted of 5 cases of car- 
cinoma and pulmonary tuberculosis. Clinically the 
two diseases arose in different areas of the respira- 
tory tract but at autopsy the lesions were found to 
be adjacent. B. G. P. SHarrrorr, M.D. 


Bronchial Carcinoma; 196 Surgical Cases (Car- 
cinoma bronchiale; 196 casi chirurgici). JorGE A. 
TAIANA. Minerva med., Tor., 1951, 42: 918. 


Surgical experience gained with 196 patients opera- 
ted upon for bronchial carcinoma in the period from 
August, 1942 to August, 1950 is reported. 

The youngest of the patients was 28 years of age, 
while the oldest was 81 years of age. The majority 
of the patients were in the fifth decade of life. 

One hundred and ninety, or 97 per cent, of the 
cases occurred in males while 6, or 3 per cent, occurred 
in females. 

As regards symptomatology, the patients fell into 
four groups. 

The first group was made up of patients who were 
asymptomatic as far as their bronchial carcinoma 
was concerned. The condition was revealed during 
a routine roentgenological examination. 

The second group consisted of patients with 
thoracic symptoms such as cough, expectoration, 
hemoptysis, chest pain, and dyspnea. 

The third group was made up of patients who 
complained of extrathoracic symptoms. They pre- 
sented the rheumatic syndrome (osteoarthropathy, 
painful or painless), extrathoracic tumors (axillary, 
supraclavicular, inguinal adenopathy, cutaneous tu- 
mors and enlarged liver), and some presented the 
encephalic syndrome of fever, emaciation, and 
gynecomastia. 

The fourth group was made up of patients who 
presented both thoracic and extrathoracicsymptoms. 

Periodic physical examination would undoubtedly 
increase the number of operative cases among the 
asymptomatic group, allow treatment of the tumors 
at an earlier stage of development, and provide a 
greater number of cures. 

The patients showing thoracic symptoms were 
most numerous (42.5%). The extrathoracic group 
was quite large (19.1%), being conspicuous with the 
rheumatic syndrome. The most striking peculiarity 
of pulmonary carcinoma is the peripheral pain in the 
bones and joints. 

The diagnosis of pulmonary carcinoma is predomi- 
nantly roentgenological. Roentgenological exami- 
nation reveals a circumscribed mass and a process of 
bronchial obstruction. 

The treatment of bronchial carcinoma is surgical. 

Contraindications to surgical intervention are 
general debility, and cardiovascular and renal 
diseases. 

In the 196 patients there were 211 surgical inter- 
ventions. 
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The operative mortality was 9.6 per cent (19 
cases). ; 

Exploratory thoracotomy was done in 159 cases. 

In 112 cases resection was impossible. 

Exploratory thoracotomy without resection showed 
a mortality of 5.3 per cent (6 cases). 

In 47 patients who underwent pulmonary resec- 
tion, 13 lobectomies and 34 pneumonectomies were 
performed. The operative mortality was 21.2 per 
cent (10 cases) in the 47 patients. One of the 10 pa- 
tients had had a lobectomy and the remaining 9 had 
had pneumonectomies. 

All of the patients were operated on under general 
anesthesia with previous laryngeal and _ tracheal 
intubation. Pentothal and curare and its deriva- 
tives were used as induction anesthetics. 

Surgical intervention was carried out through a 
wide posterolateral incision and intercostal thoracot- 
omy at the level of the fifth or sixth rib. The ribs 
immediately above and below the intercostal space 
were excised to their vertebral extremity. Isolation 
and suture of the vascular and bronchial elements 
were carried out after the lobe or lung had been 
dissected. The bronchial stump was sutured with 
nonabsorbable material and then covered over with 
continuous catgut. The bronchial stump was cov- 
ered over with free parietal pleura. 

Penicillin and streptomycin were left in the pleural 
cavity in amounts of 500,000 units and 1 gm., re- 
spectively. 

Innumerable aspirations were carried out for 24 to 
48 hours postoperatively. 

Immediately after operation, oxygen therapy was 
instituted and the administration of antibiotics was 
continued. The patients were allowed up early. 

Complications such as deviation of the mediasti- 
num to the opposite side, pleural infections, and 
metastases required secondary operations. 

BLACKWELL MARKHAM, M.D. 


Extrapleural Pneumothorax by the Axillary Inter- 
costal Route (Il pneumotorace extrapleurico per 
via ascellare intercostale). GrIAN Maria Rossl. 
Chir. torac., 1951, 4: 427. 

Forlanini advanced the idea that the method of 
choice for extrapleural pneumothorax is by the axil- 
lary intercostal route. This anatomical favorable 
area has the disadvantage of complications such as 
suppuration of the thoracic wall with secondary 
extrapleural empyema, dehiscence of the incision, 
and chronic fistula of the cavity. The complications 
were attributed to hyperhydrosis but it was discov- 
ered later that the removal of a segment of the rib in 
the operative procedure left the protection of the 
wound to the aponeurotic fascia so that when the 
patient coughed air infiltrated the thoracic tissues 
and sanguinous fluid accumulated in the cavity. 

Anatomical study of this area by the author re- 
vealed that it is limited by the pectoralis major, 
latissimus dorsi, and serratus muscles, and also that 
the intercostal spaces have certain characteristics in 
length, thickness, direction, and structure not men- 


tioned in anatomy books. It was found that the in- 
tercostal muscles became more oblique as the ribs 
became more vertical from above downward, that 
the muscle fibers corresponded to the width of the 
spaces below the second space, that their thickness 
was greater especially in the second space, and that 
they had textural modifications from above down- 
ward, i.e., they were more muscular in the first three 
spaces and richer in connective tissue in the lower 
spaces. The internal intercostal muscles were found 
to be thinner and weaker. 

The third intercostal space was chosen for the 
surgical intervention. 

The technique for extrapleural pneumothorax by 
the intercostal axillary route is as follows: 

A vertical incision is made in the third intercostal 
space. After separation of the fibers of the serratus 
muscle, a thin, transparent connective tissue fascia 
will come into view; this fascia and the external and 
internal intercostal muscles are divided separately 
and the endothoracic fascia which is fused with the 
parietal fascia will be seen. The dissection is started 
at this point with the finger or a curved Kocher for- 
ceps holding a piece of gauze. The closure is in 
anatomical layers. 

Sometimes the author follows the second inter- 
costal space route, whereupon the internal inter- 
costal muscles must be sacrificed. Then in order to 
reinforce the weakened parietal wall the author di- 
vides the pectoralis minor muscle in two, longitudi- 
nally, and sutures the cranial part of the muscle to 
the weak area. 

A drain is inserted and allowed to remain 48 hours. 

Having treated about 100 cases with this proce- 
dure, the author concludes that it is to be preferred 
to the classical posterior route because of its excel- 
lent cosmetic results, the lessened surgical trauma, 
and the clear vision obtained. He states, however, 
that the classical posterior route must be reserved 
for the more difficult cases. 

JosepH M. A. PaPE, M.D. 


HEART AND PERICARDIUM 


Surgery in Acquired Heart Disease. Surgical 
Therapy of Mitral Stenosis (La chirurgia in 
alcune angio cardiopatie acquisite: terapia chirurgica 
della stenosi mitralica). GrovANNI MARcozzI. Chir. 
torac., 1951, 4: 355- 


The author traces the historical development of 
cardiac surgery, mentioning authorities such as 
Brunton, Harken, and Carrel, pioneers in the field; 
Souttar, who first attempted digital dilatation of the 
stenosed mitral valve through the ventricle; and 
Levine, Cutler, and Beck, who tried, respectively, 
approaches to the mitral valve through the auricle 
and through the pulmonary vein. Then in 1948, 
Harken used the valvulotome mounted on the finger. 

More recently, the promising experimental results 
with artificial hearts or pulmonary cardiac systems 
which permit complete but temporary interruption 
of the cardiac circulation offer new approaches to 
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plastic procedures on the heart. By way of alleviating 
cor pulmonale, the author mentions anastomoses of 
the right pulmonary vein with the azygos vein 
(Bland and Sweet). Cossio is credited with proposing 
(1) anastomosis of the superior pulmonary vein with 
a branch of the corresponding subclavian vein, 
(2) anastomosis of the left inferior pulmonary vein 
with the splenic vein after transposition of the splenic 
pedicle into the thorax (splenectomy precedes this), 
(3) valvulotomy of the tricuspid, and (4) ligature of 
the inferior vena cava below the origin of the renal 
arteries, all with the hope of reducing the effects of 
cor pulmonale, such as acute pulmonary edema, pul- 
monary congestion, effusions, and dyspnea. 

As is to be expected in these cases, the pressure in 
the peripheral veins, the superior vena cava, and the 
right auricle may be normal, but in the right ventricle, 
the pulmonary artery, and the left auricle it is great- 
ly increased. Anastomotic procedures are contra- 
indicated in advanced auricular fibrillation, marked 
atrial dilatation, right ventricular insufficiency, or 
marked cardiac insufficiency. In anastomosis of the 
pulmonary vein with the azygos, the author advises 
either the end-to-end or end-to-side type in accord 
with the portion of the pulmonary vein branch 
which can be mobilized. Heparin is administered ac- 
cording to needs. In 14 cases in which this operation 
was done, 5 deaths resulted; 2 were due to cardiac 
syncope, I was due to acute hemorrhagic pulmonary 
edema, 1 to pulmonary embolism on the tenth day, 
and 1 to an unknown cause. In the remaining cases 
the patients were greatly benefited by the surgery, 
but the period of follow-up is not given. 

Ligation of the inferior vena cava is reserved for 
cases of mitral stenosis with marked cor pulmonale 
which is refractory to medical therapy. Local anes- 
thesia is employed and silk or linen is used for the 
ligature. Ambulation is begun immediately and 
anticoagulants are given abundantly for 10 days 
after the operation. Of 16 patients thus operated 
upon, 11 were benefited immensely and 3 experi- 
enced some improvement; 1 patient died of throm- 
bosis of the right atrium, but the last was not fol- 
lowed up. Again, the author did not mention the 
interval of the follow-up period. The greatest com- 
plication, phlebitis, can be checked by early ambula- 
tion, anticoagulants, and antibiotics. These pro- 
cedures cannot be appraised without a sufficient 
interval of time to evaluate the efficacy of the surgical 
therapy advised. MIGvuEL Drosinsky, M.D. 


The Operative Treatment of Mitral Stenosis and Its 
Indications (Die operative Behandlung der Mitral- 
stenose und Ihre Indikation). E. DERRA. J. internat. 
chir., Brux., 1951, 11: 451. 

The author has operated in 9 cases of mitral 
stenosis. In 8 of these he performed the operation 
through the standard thoracotomy incision, placing 
a clamp across the auricular appendage and insert- 
ing a double pursestring suture into this structure. 
The finger was then introduced and the’commissure 
fractured with the finger. Of the 8 patients so treated 
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Fig. 1 (Derra). 


2 died in the immediate postoperative period. One 
died some 3 weeks postoperatively of a cerebrovascu- 
lar accident. This patient had had a cerebral accident 
preoperatively as well. The 5 remaining patients 
made splendid recoveries and showed continued 
improvement in their conditions with return to more 
normal life. 

In 1 patient it was considered that the risk of the 
intracardiac operation was too great and the patient 
was treated by an anastomosis between the azygos 
vein and the pulmonary vein on the right side. This 
was performed as an end-to-side anastomosis be- 
tween the transected end of the azygos vein and the 
superior pulmonary vein (Fig. 1). The patient had a 
minor embolus in a portion of the iliac artery on the 
day of the operation with a resultant cutaneous 
necrosis. Otherwise she did well for 2.5 weeks. Then, 
suddenly she developed a pulmonary edema which 
presumably was caused by a thrombosis in the 
anastomosis, and expired. By this time the dyspnea 
had receded and the hepatomegaly had practically 
disappeared. 

The author believes that the ultimate outcome in 
this case does not necessarily detract from the value 
of an extracardiac operation for these patients, as 
there had been remarkable improvement before the 
fatal complication occurred. 

The author mentions especially active rheumatic 
fever as a contraindication for the operation. He 
believes that other valvular disease, including mitral 
insufficiency, is also a contraindication and he does 
not like to perform the operation before the patient 
is 30 years old. Wituiam C. Beck, M.D. 


The Surgical Treatment of Mitral Stenosis. Gorpon 
Morray. Canad. M. Ass. J., 1951, 65: 307. 


Although surgery of the great vessels for congeni- 
tal heart disease is a comparatively recent develop- 
ment, it is interesting that surgical attempts on 
stenosed mitral valves began in 1902 when Brunton 
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made a direct attack on this valve and incised it. In 
the following years Cushing in 1907, Bernheim in 
1909, Sheppelman in 1912, and Graham and Allen in 
1922 made various attacks on mitral stenosis, the 
most determined attack being made by Cutler and 
Beck in 1924. One year later, Souttar dilated the 
mitral valve successfully. 

The author’s indications for surgery are (a) if it is 
decided that the life of the patient will be shortened 
by the disease and surgery offers the prospect of pro- 
longing it; (b) if the patient’s disability is suffi- 
cient to justify an operation and surgery has a fair 
chance of reducing the disability; and (c) if com- 
plications may be prevented or diminished by 
operation. It is the policy of the author to operate 
only on patients who have (a) unequivocal signs of 
mitral stenosis, (b) no involvement of other than the 
mitral valve, or if such involvement exists it is slight, 
(c) no evidence of active heart infection, and (d) pro- 
gressive failure and increasing disability in spite of 
medical treatment. 

The author has operated on 37 patients of whom 
33 had auricular fibrillation. Each had dyspnea, 
usually at rest and always with exertion. Orthopnea, 
pulmonary edema, hemoptysis, varying amounts of 
cyanosis, enlargement of the liver, peripheral edema, 
ascites, and an enlarged heart were present in some. 

Several problems are important in considering 
whether or not a patient is suitable for operation. 
In 8 patients, other than the 37 previously men- 
tioned, massive thrombosis was found in the left 
auricle. This thrombus usually involved the entire 
left auricular appendage and extended into the 
upper left pulmonary vein in 1 of the patients. 
After mitral valvulotomy 1 instance of embolism to 
the bifurcation of the aorta occurred. Subsequently, 
the author decided that such large thrombi consti- 
tuted a contraindication to valvulotomy. A massive 
thrombus should be suspected if (a) there is a large 
shadow superimposed in the region of the left 
auricle, (b) if the patient has been doing fairly well 
but finally reaches a stage where there is relatively 
little response to any form of treatment, and (c) if 
calcium is noted in the wall of the auricle. 

The problem of permanent changes in the pul- 
monary vascular tree and the lung tissue is stressed. 
The author believes that the best indication of this 
is pulmonary hypertension and that if the pulmonary 
pressure is above 100 mm. of mercury on catheteriza- 
tion, surgery should not be performed. 

In his operative approach the author exposes both 
the right and left sides of the heart and obtains 
manometric pressure readings from the pulmonary 
artery and both auricles before and after the valve 
has been attacked. He usually uses positive venti- 
lation anesthesia with intrapericardial and intra- 
venous procaine anesthesia. No deaths have oc- 
curred on the operating table. Only 1 patient was 
given a blood transfusion before, during, or after 
surgery. In 2 patients ventricular fibrillation oc- 
curred, but in both normal cardiac rhythm was re- 
stored after cardiac massage. The author uses a 


cannula with a valve, much like a cystoscope, 
through which either a scissors or a punch can be 
inserted. In most of the patients the valves have 
been divided by the scissors. His best results were 
obtained in a small group of patients in whom he 
removed a large portion of a rough, scarred, stenosed 
valve and inserted a new valve. The new valve was 
constructed by removing a portion of the cephalic 
vein, turning it inside out, and passing through the 
lumen a tendon from the palmaris longus muscle. 
This was suspended between the front and back 
walls of the heart in such a fashion that on systole it 
blew into the defect present in the mitral valve. It 
is placed sufficiently on the ventricular side so that 
it floats out of the opening and does not prevent 
ventricular filling during diastole. One such valve 
has been working satisfactorily in an animal’s heart 
for 7 years. Among 37 patients operated on, the 
hospital mortality rate was 20 per cent. The first 
patient had a new valve inserted and is now in his 
sixth postoperative year. Fifty-five per cent of all 
the patients operated upon have a good result with 
ability to return to some sort of work, 1 patient 
being a train brakeman. Another group (25 per 
cent) were benefited, but within a period of 6 months 
they relapsed into failure or died. The remaining 20 
per cent survived operation, but within a matter of 
a few days or few hours had increasing difficulty and 
did not survive. In this group were those who had 
auricular thrombi and irreversible changes in the 
pulmonary vessels. 

The author interjects a note of caution into the 
great enthusiasm shown at present for the surgical 
treatment of mitral heart disease. He stresses the 
difficulty of selecting the proper patient and raises 
the question of how long the results will be perma- 
nent, whether the disease may become reactivated, 
and what the end results will be. He mentions the 
hope of having a method of direct approach to these 
valves, thus eliminating indirect methods of surgery. 

C. FREDERICK KITTLe, M.D. 

Treatment of Aneurysms of the Aorta by Wrapping 
Them with Polythene Cellophane. Two Per- 
sonal Observations (Traitement des aneurysmes 
de Vaorte par enveloppement au cellophane-poly- 
théne. Deux observations personnelles). A. G. 
WErtss and J. Wirtz. 
77: 1078. 


Mém. Acad. chir., Par., 1951, 


The authors briefly review the early efforts of 
Astley Cooper, Halsted, Matas, and Allen to sup- 
port the wall of an aneurysm with foreign material. 
They call attention to the sclerosing effect produced 
by diacetyl phosphate, an impurity of polythene. 

The method of application of bands or sacks of 
cellophane to the aneurysm is briefly described. A 
case of aneurysm of the ascending aorta which was 
wrapped completely and a case of aneurysm of the 
abdominal aorta which was covered with strips of 
polythene cellophane are reported in some detail. 
Both patients are free from symptoms 11 and 6 
months after operation. The authors believe the 
method has merit. Tuomas C. Douctass, M.D. 





SURGERY OF 


The Ballistocardiogram in Constrictive Pericarditis 
Before and After Pericardiectomy. WILLIAM R. 
ScaRBOROUGH, Victor A. McKusick, and B. M. 
BAKER, JR. Bull. Johns Hopkins Hosp., 1952, 90: 42. 


The author presents 10 case studies of patients 
with constrictive pericarditis, 8 of whom were sub- 
jected to pericardiectomy and studied before or 
afterward (or both) with a ballistocardiograph, an 
instrument for recording movements of the human 
body caused by the flow of blood within the cardio- 
vascular system. 

The ballistocardiographic abnormality common to 
all of the preoperative cases was the presence of large 
abnormal, early and middiastolic waves. In most 
instances also there was a distortion of the initial 
portion of the systolic complex. Reasons are given 
for believing that the large diastolic waves are due to 
impacts produced within the rigidly encased heart by 
the abrupt onset of high velocity ventricular filling 
and by its sudden termination in early diastole. 

Six of the 8 patients subjected to pericardiectomy 
were benefited or cured. The postoperative ballisto- 
cardiograms became normal in 3, probably 4, of these 
6 cases. The 2 patients who were not benefited by 
the surgery showed persistence of their abnormal bal- 
listocardiographic and electrokymographic patterns. 
It is suggested that ballistocardiography may be use- 
ful in the diagnosis of constrictive pericarditis and in 
the evaluation of the results of pericardiectomy. 

W. Foster Montcomery, M.D. 


The Mediastinal Component in the Syndrome of 
Adhesive Pericarditis (La componente medias- 
tinica nelle sindromi di pericardite adesiva). Lurc1 
CONDORELLI. Riforma med., 1951, 65: 1353. 


A study of the extent and nature of the involve- 
ment of the mediastinal tissue in pericarditis is of 
great practical importance, because such a complica- 
tion may vitiate any attempt at operative relief of 
the symptoms of adhesive pericarditis itself. 

Most important of the forms of mediastinal ci- 
catricial involvement is involvement of the so-called 
venous margin of the heart (the venae cavae and 
right atrium), and the most striking symptom pro- 
duced by this involvement is the loss of the so-called 
vis a fronte, that is, the effect of inspiration, whereby 
the blood on the way to the right side of the heart is 
actually sucked into the chest by the respiratory en- 
largement of the chest cavity and consequent low- 
ered pressure within it. Normally this vacuum effect 
produces a lowering of the pressure in the veins acted 
upon by the vis a fronte; the phlebogram shows a 
lowering of pressure during inspiration and an in- 
crease in pressure during expiration. 

More important still, however, is the apneic peri- 
od. Normally, during apnea the venous blood pres- 
sure here discussed builds up. When the vis a fronte 
is lost, just the reverse is the result; during inspira- 
tion the blood pressure increases, while during expi- 
ration it falls away. During the apneic period the 
intravenous pressures here concerned tend to fall. 
When the vis a fronte is lost it is unlikely that any 
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such operation as the decapsulation of the heart 
itself, with the idea of relieving it of the pressure of 
the calcified pericardium and epicardium, will be 
successful. 

The cause of this loss of vis a fronte is believed by 
the author to consist of the interference of the 
cicatricial tissues within the mediastinum with the 
function of that organ. Normally with inspiration 
the mediastinum is stretched in two directions. The 
so-called elastic anterosuperior mediastinal lamina 
stretches in an anteroposterior direction, drawing the 
heart with it, however, without compressing it. The 
stretching in a longitudinal direction takes place 
chiefly in the posterior and distal area, the postero- 
inferior mediastinal lamina. This is not a theory; the 
author appends kymographic studies which show 
this to be true. 

Now when the mediastinum is involved in cicatri- 
cial changes, and when these changes involve either 
one, or both, of the laminae they will lose their elas- 
ticity and, instead of stretching during the enlarge- 
ment of the anteroposterior diameter of the chest 
during inspiration, thus permitting the heart itself to 
expand and beat even more freely, the entire media- 
stinal supporting structure becomes taut, the por- 
tion passing around the right margin of the heart 
presses upon and compresses the venae cavae and 
the right atrium. 

However, this does not explain everything; the 
heart pendulates back and forth with respiration, 
with the arch of the aorta as the fixed point of its 
movement. Thus when the part of the heart at the 
level of the right atrium is pulled rigidly forward an 
actual kinking of the vessels occurs at this point. 

Of course, the author does not mean to postulate 
absolute dependence upon these signs, more par- 
ticularly since they are often not all present and they 
are seldom encountered in their perfect evolution ex- 
cept in advanced conditions. When they are present, 
however, they are of undoubted prognostic sig- 
nificance. Joun W. BRENNAN, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Esophageal Hiatus Hernia of the Diaphragm. Ricu- 
ARD H. SWEET. Ann. Surg., 1952, 135: 1. 


The anatomical characteristics of esophageal hia- 
tus hernia to be described are based on 111 opera- 
tions, all of which were done by the transthoracic 
route. In 87 patients, x-ray studies seemed to indi- 
cate that these hiatal hernias were of the short- 
esophagus type. However, this was found to be true 
in 4 cases only after surgical exploration. Hence, the 
clinical classification of hiatus hernia of the short- 
esophagus variety is misleading and such hernias are 
better considered as the “‘sliding type.” The latter 
type presents the following characteristics at opera- 
tion. The stomach protrudes through the hiatus 
into the chest and is contained within a sac, the 
anterior and lateral surfaces of which consist of peri- 
toneum while the posterior wall is made up by the 
anterior wall of the stomach. As the hernia grows, 





INTERNATIONAL ABSTRACTS OF SURGERY 


Peritoneum ; 
Cardia 


Sac 
surface 


Fundus 


Diaphragm 


Fig. 1 (Sweet). Diagram illustrating the anatomic rela- 
tions of the sliding type of herniation through the eso- 
phageal hiatus of the diagram. 


the esophagus is pushed upward into the mediasti- 
num and by retraction or lateral deviation simulates 
the appearance of being short. In very large hernias 
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Fig. 2. Diagram illustrating the anatomic relations of 
_ parahiatal (paraesophageal) type of diaphragmatic 
ernia. 
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Fig. 3. Diagram illustrating the anatomic relations of 
the type of diaphragmatic hernia at the esophageal hiatus 
which consists of a combination of both sliding hiatal and 
parahiatal varieties (composite type). 


of this type the sac outgrows the gastric wall and 
bulges deeply into the chest. 

The paraesophageal type of diaphragmatic hernia 
has been renamed the “‘parahiatal type.” This kind 
of hernia possesses the following anatomical char- 
acteristics. The cardia stays below the diaphragm, 
the esophagus retains its normal length without re- 
coiling, and the fundic and other portions of the 
stomach ascend alongside the esophagus. As the 
herniation increases, the greater curvature of the 
stomach undergoes rotation and occupies a place in 
the mediastinum higher than the fixed cardiac por- 
tion of the stomach, creating the impression of an 
“upside down stomach.” The mechanism of this 
hernia is not associated with any actual defect of the 
esophageal hiatus but rather with a defect of the 
diaphragm in close proximity to the hiatus. These 
hernias have complete peritoneal sacs. 

The congenital short esophagus with thoracic 
stomach is not a true hernia in the surgical sense. 
The thoracic stomach is usually cylindrical in shape 
and the peritoneal reflections are retained over the 
anterior wall of the stomach into the chest. 

The double or composite hernia has characteristics 
of the sliding and parahiatal hernias. 

The following surgical principles are observed in 
the repair of hiatus hernia, Endotracheal anesthesia 
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with ether and oxygen is administered. A long 
oblique incision on the left thorax is made and the 
eighth rib is resected. The lung is retracted and the 
phrenic nerve is crushed to inactivate the diaphragm. 
The mediastinal pleura is mobilized. The esophageal 
hiatus is developed so that the sac, the herniated 
stomach, and the vagus nerves are individualized. 
The peritoneal sac is either excised or ablated by 
plication, inversion into the abdomen, and fixation 
1o the retroperitoneal fascia. In this series 71 per 
cent of the hernial sacs were treated by the latter 
method. Plication of the hernial sac is especially 
useful in cases associated with a congenital short 
esophagus. Supradiaphragmatic excision is indicated 
particularly when a large redundant sac remains in 
the mediastinal space after reduction of the displaced 
viscera into the abdomen. If reduction is difficult 
the hernia may be reduced from the abdominal side 
by a small counter incision in the diaphragm through 
which traction can be made on the herniated viscus. 
The hiatus is reduced in size by means of heavy silk 
sutures placed through the diaphragm on either side 
of the esophagus. The repair is made sufficiently 
snug to prevent herniation without constriction of 
the esophagus. The operation is concluded by res- 
toration of the mediastinal pleura to its natural posi- 
tion around the hiatus, the lung is expanded, and 
catheter drainage is instituted through a stab wound 
in the ninth or tenth interspace. 

In this series 111 patients were operated upon by 
the supradiaphragmatic approach. The incidence of 
sliding hernia was 87 per cent, of parahiatal hernia 
6.3 per cent, and of congenital hernia 4.5 per cent. 
Hiatal hernias seemed to occur more frequently in 
female patients between the ages of 40 and 70. In 
35 per cent intractable pain was the chief complaint. 
In 19 per cent massive gastric hemorrhage or chronic 
anemia was the principal cause for operation. In 
12 per cent obstruction necessitated surgical inter- 
vention. The present follow-up of 6 months or more 
has shown that 87 per cent of the patients were cured 
of their symptoms. B. G. P. Suarrrorr, M.D. 


Nonpeptic, Probably Infectious, Origin of Certain 
Types of Esophagitis (De l’origine non peptique et 
probablement infectieuse de certaines oesophagites). 
Guy ALBot, GEORGES BERTHET, and Yves Mur- 
FANG. Arch. mal. app. digest., Par. 1951, 40: 357 
(Supp). 

In the first patient with esophagitis, complaining 
only of heartburn, the former was found to be at- 
tributable to cholelithiasis. Reflex hyperchlorhydria 
or propagation of the infection through the veins and 
lymphatics to the submucosa of the esophagus were 
probably the responsible factors. 

The second patient, a man 44 years of age, devel- 
oped pain in the left subcostal region 3 years after 
gastrectomy was performed for a double ulcer on the 
lesser curvature of the stomach. Diffuse esophagitis 
With an ulceration was diagnosed bronchoscopically 
and roentgenographically. The gastrojejunal stoma 
was functioning properly and there was no reason to 
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Fig. 4 (Sweet). Roentgenogram of a composite hiatus: 
hernia showing a parahiatal extension of a portion of the: 
fundus of the stomach and also a slight protrusion of the 
cardia. (Courtesy of J. B. Lippincott Co.) 


believe that the patient had peptic esophagitis. Pos- 
sibly the operative trauma facilitated propagation 
of the infection toward the esophagus. The role of 
vasomotor, allergic, or sympathetic phenomena, 
which constitute fundamental factors in the genesis 
of gastric ulcers, should also be considered. 

In the third patient, a woman of 26 years with 
complaints of retrosternal heartburn on deglutition, 
esophagoscopy revealed aberrant islets of gastric 
mucosa in the esophagus. This condition, strictly 
speaking, is not esophagitis. 

The fourth patient, a man 70 years of age, was 
complaining of dysphagia and heaviness in the epi- 
gastrium only after deglutition of liquids. Roent- 
genograms revealed spasm in the subdiaphragmatic 
portion of the esophagus. A diagnosis of esophagitis 
with intermittent esophageal dyskinesia was made. 

JosepH K. Narat, M.D. 

Cancer of the Middle Third of the Esophagus. 
Esophagectomy with Supra-Aortic Esophago- 
gastric Anastomosis. (Cancer do térgo médio do 
esOfago. Esofagectomia com anastomose esofago- 
gdstrica supra-aértica). Lucro GALVAO, José GALVAo, 
and AMARINO C. OLIVEIRA. Rev. brasil cirurg., 1951, 
22: 315. 

The improved thoracic anesthesia and perfected 
surgical techniques of the present time combined with 
rigid preoperative care and strict criteria for oper- 
ability have facilitated gains in the surgery of car- 
cinoma of the esophagus, 
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Each of these factors are reviewed with interesting 
comments on the varied technical difficulties. The 
authors emphasize the advantages of thoracotomy 
in the seventh interspace with section of the third, 
fourth, fifth, sixth and seventh ribs. They give a 
detailed report of a case of cancer of the midthoracic 
esophagus which was successfully resected with a 
preaortic anastomosis. THomas LANE StoKkEs, M.D. 


Subtotal Esophagectomy in High Esophageal Car- 
cinoma (Subtotale Oesophagektomie bei hochsitzen- 
dem Oesophaguscarcinom). A. GUETGEMANN, Chir- 
urg, IQ51, 22: 544. 

Only 10 per cent of the carcinomas of the esopha- 
gus are located above the aortic arch. Because of 
their invasive character they are frequently inoper- 
able. Various palliative procedures are briefly dis- 
cussed. 

Radical dissection meets with difficulties because 
of the multitude of adjacent vital structures. Special 
difficulty arises from the posterior larynx and the 
thoracic duct. Most American authors suggest re- 
section with end-to-end anastomosis with the mobil- 
ized stomach anterior and left of the aortic arch. 
Anastomosis, with or without resection of the clavi- 
cle and the first rib, through a left cervical incision 
has been used. The postoperative course in anasto- 
mosis anterior to the aortic arch is endangered by 
compression atelectasis of the left lung. This may be 
caused by gastric atony which may develop after 
vagectomy, but may also take place when the vagi 
have not been resected. 

The course of a 63-year-old male who had squa- 
mous epithelial carcinoma of the esophagus 5 cm. 
proximal to the aortic arch is given. At operation 
the sixth rib was resected and the fourth, fifth and 
seventh ribs were separated. During mobilization of 
the esophagus the tumor was found to be firmly ad- 
herent to the larynx and spinal column. An excellent 
approach was gained after division of the first three 
intercostal arteries. The esophagus was resected in 
the cervical portions and end-to-end anastomosis 
with the mobilized stomach was performed. The 
stomach was placed in the former bed of the esoph- 
agus, posteriorly and to the right of the aortic arch. 
It was suspended in the left pleural dome. Thus 
compression of the lung was avoided. The postoper- 
ative course was complicated by bilateral hydro- 
pneumothorax. Eight weeks after operation a well 
functioning anastomosis was present 3 cm. above the 
jugular fossa. The fundus was in the left pleural 
dome, and the pylorus was at the level of the dia- 
phragm. A swallow of barium was emptied immedi- 
ately through the pylorus and there was no atelec- 
tasis of the left lung. 

The retroaortic anastomosis was suggested by 
Thorek and others. The advantages of this pro- 
cedure are lack of compression of the lung by the 
stomach and resection through one incision. Mobili- 
zation of the aortic arch, careful transfixation of the 
stomach in the pleural dome, and anastomosis with- 
out tension are the most important features to be 


kept in mind. Approach through the right chest is 
briefly discussed. Frequently the additional cervical 
approach is preferred as it allows better judgment as 
to whether the tumor should be excised in its 
entirety. Kurt BEenirscukE, M.D. 


The Surgical Treatment of Tumors of the Mediasti- 
num (Il trattamento chirurgico dei tumori del 
mediastino). ANTONIO RuFro. Minerva med., Tor., 
IQ51, 42: 928. 

A series of 10 cases of tumors of the mediastinum 
treated by the author in the Surgical Clinic of the 
University of Turin from October, 1947 to Decem- 
ber, 1950 is reported. Three of these tumors oc- 
curred in the anterior mediastinum. The first of 
these was a sarcoma. 

Primary sarcoma of the mediastinum is rare. It 
arises from the celluloadipose connective tissue of 
the region or is produced by the degeneration of a 
benign tumor of the connective tissue type. It may 
occur either in the anterior or the posterior mediasti- 
num and is generally apical in position, as was this 
case in the author’s series. 

The symptoms are those of compression of the 
mediastinal organs and they progress rapidly. In 3 
months this case of sarcoma progressed from the 
initial dyspnea to pronounced compression of the 
circulation in the superior vena cava. Phlebography 
demonstrated the characteristic compression of the 
superior vena cava. The tumor was explored 


through a right anterolateral incision at the level of 
the fourth intercostal space. It was found to have 
spread to the pericardium and the large vessels. 
Biopsy was performed and the patient was in only 


fair condition 2 months after the operation. 

The second tumor involving the anterior mediasti- 
num was a lymphosarcoma, occurring in a 39-year- 
old patient. This type of tumor is more common 
in the mediastinum than sarcoma. It affects young 
people usually and occurs predominantly in males. 
The common symptoms of this tumor are chest 
pain, cough, and, later, signs of compression of 
the mediastinal organs. It spreads quickly to the 
lymph glands of the neck. In the author’s case, 
tracheal and esophageal compression was accentuat- 
ed and accompanied by fever. 

Preoperative diagnosis of this type of tumor is 
difficult until the invasion of the cervical lymph 
glands has taken place. 

The elective treatment is surgical excision and in 
the case reported, this was done in toto. The prog- 
nosis is grave. Histological examination revealed 
the tumor to be highly malignant and the patient 
died on the fourth postoperative day from compli- 
cations. 

X-ray therapy of lymphosarcoma is only of 
temporary value and death intervenes early. 

The third tumor involving the anterior mediasti- 
num was a cystic adenoma of the dermoid type. 
The common site of this tumor is the anterosuperior 
mediastinum in front of the large vessels and in con- 
tact with the pericardium. The tumor is probably 
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congenital and arises from branchial cell rests. The 
abundance of cellular material renders possible the 
formation of a complicated teratoma. 

The dermoid cysts of the mediastinum are fairly 
frequent and present a varied picture histologically. 
These tumors remain asymptomatic for a long time 
and their malignant transformation into carcinoma 
or sarcoma is rare. The treatment of choice is surgi- 
cal extirpation and the prognosis as to cure is good. 
The author’s patient was in good condition 7 months 
after operation. 

Seven of the author’s 1o cases of mediastinal 
tumors involved the posterior mediastinum. Two 
of these were carcinomas. On exploratory thora- 
cotomy, both were found to be inoperable. Death 
ensued. 

This type of tumor is comprised of a heterogenous 
group of primary or metastatic tumors, the origin 
of which is not always ascertainable. They usually 
result from metastases from mediastinal lymph glands 
or from direct extension of primary tumors of the 
esophagus, tracheobronchial tree, or (more rarely) 
from tumors of the breast. The primary carcinomas 
of the mediastinum arise from the reticulocellular 
tissue or from the malignant transformation of a 
simple dermoid cyst. Regardless of their origin, the 
carcinomas present a progression of symptoms simi- 
lar to those of sarcoma, but there is less tendency to 
produce compression of the mediastinal organs. 

Carcinomas of the mediastinum come to opera- 
tion late and are found to be inoperable. The prog- 
nosis is always grave. This was true of both of the 
author’s cases. One of the patients suffered from a 
dry cough for years and the cough was attributed to 
smoking. Patients with prolonged unexplained 
cough should be subjected to roentgenological 
examination of the chest. Operable cases might be 
detected by this means. 

The second patient had symptoms of compression 
of the mediastinal organs for only 6 months, yet the 
carcinoma was extensive and had seriously under- 
mined his general condition. 

Two others of the posterior mediastinal tumors 
were adenomas of thyroid origin, one a solid tumor 
and the other a cystic tumor. The first of the pa- 
tients presented symptoms for only a short time. 
The second had had a goiter for some time and had 
had pressure symptoms. Three years before opera- 
tion this patient had had an x-ray examination of 
the chest which revealed an intrathoracic mass which 
at the time was diagnosed as an echinococcal cyst of 
the right lung. The possibility of a thyroid adenoma 
of the mediastinum was not suspected. 

Both of these patients were operated on and the 
tumors were removed. Both patients were in good 
condition—one, 13 months and the other, 14 months 
after operation. 

The eighth of the 10 postmediastinal tumors was 
a malignant melanoma. This tumor was removed 
through a left posterolateral thoracotomy. Cure 
Was apparent for a period of 2 years when the tumor 
recurred. Palliative x-ray treatment was ad- 
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ministered. The prognosis in these cases is grave 
because the tumor is rarely affected by x-ray irradia- 
tion. 

The ninth posterior mediastinal tumor was a 
neuroma. This type of tumor is rare in the medias- 
tinum. It arises from the nervous tissue of the pre- 
vertebral fascia in the region of the costovertebral 
fascia. Its original seat is extramediastinal and it 
develops into the mediastinum. This tumor was 
removed surgically and 8 months after operation the 
patient was in good condition and apparently cured. 

The tenth and last posterior mediastinal tumor 
described was a malignant lymphogranuloma. 
The patient was only 19 years of age. He had 
symptoms of moderate scapular pain for about 2 
months. At operation the tumor was found to be 
inoperable. Biopsy revealed the nature of the tumor 
to be a malignant lymphogranuloma. The pre- 
operative diagnosis of this type of mediastinal tumor 
is difficult, if not impossible. The sensitiveness of 
these tumors to irradiation is important in their 
diagnosis. 

In all these cases operation was performed under 
general anesthesia with endotracheal inhalation. 

When once the diagnosis of mediastinal tumor is 
made, surgical intervention is indicated. 

Three important conclusions can be drawn from 
these cases. 

The first is that benign tumors of the mediastinum 
are rather frequent. 

Second, the risk of degeneration of benign tumors 
is real. 

Third, the early extirpation of a mediastinal mass 
of malignant nature allows a relatively long exten- 
sion of life that justifies the early intervention. 

BLACKWELL MarkKuaM, M.D. 


MISCELLANEOUS 


Diaphragmatic Hernia (Les hernies diaphragmati- 
ques). J. Boonants. Acta. chir. belg., 1951, 50: 504. 


Thirteen cases of diaphragmatic hernia, traumatic 
and nontraumatic, of either congenital or acquired 
type, were observed by the author. 

The symptomatology of all types of diaphragmatic 
hernia is very heterogeneous, and only roentgeno- 
graphic studies after the administration of barium 
will make it possible to establish a definite diagnosis. 

A suspicion of diaphragmatic hernia is justified if 
crises of cyanosis are observed in a nursling. If the 
diagnosis is confirmed, an operation should be per- 
formed without delay, by means of the abdominal 
approach. The operation should be done preferably 
during the first 48 hours postpartum, before air fills 
the intestines within the hernia. 

Hiatus hernia is a serious condition which may 
lead to various complications, such as anoxemia, 
hematemesis, and hypochromic anemia. A com- 
plete examination of the patient is imperative. The 
dangers of a hiatus hernia are incarceration, com- 
pression of the lungs, displacement of the heart, 
hemorrhages, and consecutive anemia. If such con- 
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ditions are present, an operation is indicated. The 
thoracic route is preferred by the author because 
adhesions can be separated more easily than when 
the abdominal approach is used, and dissection and 
excision of the hernial sac is facilitated. Sometimes 
both routes must be combined. 

Traumatic hernias are frequently overlooked in 
the early period. In view of the danger of strangula- 
tion an operation is always indicated. Here again 
the author prefers thoracotomy to laparotomy. Sever- 
ing the phrenic nerve should be done only in patients 
of advanced age, those with cardiac lesions, or those 
in poor general condition. 

JosepH K. Narat, M.D. 


Diaphragmatic Hernia of the Fissure of Larrey 
(Hernies Diaphragmatiques de la fente de Larrey). 
P. Santy and R. Marcotton. Lyon chir., 1951, 46: 
g3I. 


The author reports on 9 cases of diaphragmatic 
hernia of the fissure of Larrey which he observed 
since 1945. The condition is rare. Eight of his pa- 
tients were operated upon. The author’s observa- 
tions coincide in most instances with the classical 
description. There were, however, several interest- 
ing points which he brought out. 

There is no age or sex predilection, but the im- 
portance of trauma to the chest and epigastric re- 
gion is stressed. These hernias occur more on the 
right side than on the left. They have a true hernial 
sac with pleural and peritoneal investments. The 


herniated viscera lie free in the sac which can be 
adherent to the mediastinum. The hernial opening 
varies in size and shape. 

The symptoms are those of diaphragmatic hernia 
in general; herniation of the stomach results in 
severe digestive disturbance, often associated with 
severe epigastric pain and vomiting. Roentgenologi- 
cal examination after the ingestion of barium suffices 
in most instances to clarify the nature of a cystic 
mass situated in the paracardiac region of the anteri- 
or costodiaphragmatic sinus. This examination, 
however, is not decisive when the hernial sac contains 
loops of small intestine or an epiplocele. Roentgeno- 
grams of the latter have certain characteristics. The 
lateral films will show a globular tumor behind the 
mediastinum, tapering gradually toward the costo- 
diaphragmatic sinus. 

These hernias are treated successfully by surgical 
intervention. The abdominal approach is preferred 
when the diagnosis is not in doubt. A median 
epigastric incision gives a good exposure. The 
herniated viscera are reduced without difficulty. 
The only drawback lies in the fact that the hernial 
sac is left in place and may accumulate some fluid 
which in most instances resorbs spontaneously. The 
transthoracic approach was used in 4 cases and is 
recommended when the diagnosis is in doubt. The 
closure of the defect in the diaphragm is more diffi- 
cult, but the transthoracic approach permits com- 
plete excision of the hernial sac. 

Najis ABu-Haypar, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Open Omphalomesenteric Duct. J. TEN KATE. Arch. 
chir. Neerl., 1951, 3: 305. 

During early embryonic life there is an open com- 
munication between the intestine and the yolk sac: 
the so-called omphalomesenteric duct. During a sub- 
sequent stage, occlusion of this duct starts at the 
umbilicus and the intestine is completely retracted 
into the abdominal cavity. By the end of the second 
month the duct has usually become a solid epithelial 
cord which is finally obliterated completely. 

Any disturbance in this process of occlusion and 
resorption may give rise to various anomalies: 

1. The one most frequently observed is Meckel’s 
diverticulum, in which event a portion of the duct 
adjacent to the intestine remains open. In some cases 
a cord is seen which extends from the top of the 
diverticulum in the direction of the umbilicus. 

2. In other cases the opposite is observed, i.e., the 
peripheral portion of the duct, adjacent to the um- 
bilicus, remains open. There is a mucosa-lined cul- 
de-sac at the umbilicus. 

3. The median portion of the duct may remain 
open, while both ends are closed. In this case a cyst 
develops which is connected by a thin cord with the 
umbilicus and the intestine. 

4. The duct may close completely, while the ac- 
companying vessels or a cord remains at its former 
site. 

5. The entire duct may remain open, forming a 
communication between the lumen of the small in- 
testine and the outside world. 

Various authors maintain that this anomaly shows 
a male predominance (60 to 80 per cent) and is 
usually the only anomaly. 

The frequency islow. KitTTLE, of the Chicago Uni- 
versity Clinic, reported 2 cases in 50,000 births. 
Ferris, of the Mayo Clinic, observed 2 cases among 
1,600,000 patients. According to him, 138 cases had 
been published in the literature up to March, 1950. 
One instance has since been reported by ARNHEIM 
(July, 1950). 

Six cases of open omphalomesenteric duct are 
recorded. Two were complicated by evagination of 
the small intestine through the duct. The evagina- 
tion occurred on the fourteenth and thirteenth days 
of life, respectively. An interesting feature was the 
fact that the evagination occurred in 2 successive 
children of the same parents. All of the patients 
recovered. 

In view of the fact that evagination of the small 
intestine through the duct may develop soon after 
birth (which impairs the prognosis), closure of an 
open omphalomesenteric duct immediately after 
birth is advisable. 

The article is well illustrated. 

Joun K. Kirxpatrick, M.D. 
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GASTROINTESTINAL TRACT 


Foreign-Body Perforations of the Gastrointestinal 
Tract. Lester Persky and Epwarp D. FRANK. 
N. England J. M., 1952, 246:223. 

The authors report 6 cases of foreign-body per- 
forations of the gastrointestinal tract which occurred 
within a 14-month period in a s50-bed general sur- 
gical ward. 

In 3 cases the foreign body was a splinter of wood 
or a toothpick, and in another 3 cases it was a fish 
bone. None of the patients gave a history of pre- 
viously having swallowed a foreign body. A correct 
preoperative diagnosis was not made or even serious- 
ly considered in any of the patients. Each case 
closely simulated some other common surgical dis- 
order. Only 1 case presented an acute onset. Roent- 
genography failed to reveal the foreign body in all of 
the cases. Four of the 6 cases involved the large 
bowel, which in previously reported data was the 
site of perforation in only 1 of every 6 cases. 

FREDERICK W. Preston, M.D. 


Effect of the Exalto-Mann-Williamson Procedure 
on Gastric Secretion. Epwarp H. Storer, 
Harry A. OBERHELMAN, JR., EDWARD R. Woop- 
WARD, Curtis A. SmitH, and LrEsTER R. Drac- 
STEDT. Arch. Surg., 1952, 64: 192. 


The regular production of progressive gastroje- 
junal ulcers in experimental animals when the alka- 
line juices of the duodenum are deviated into the 
intestinal tract lower down has been of great value 
in analyzing the pathogenesis of this disease and in 
evaluating certain forms of therapy. The commonly 
accepted explanation for the development of these 
ulcers holds that they are due to the digestant action 
of the pepsin hydrochloric acid of the gastric content 
coming in contact with intestinal mucosa, unpro- 
tected by the neutralizing and buffering action of 
the pancreatic juice, bile, and succus entericus. In 
the present communication the authors present 
data which indicate that a second potent, ulcer- 
forming factor is set in motion, namely, a hyperse- 
cretion of gastric juice from the fundus and body 
of the stomach. BENJAMIN GOLDMAN, M.D. 


Complications of Gastrointestinal Diverticula 
Demonstrated by X-Ray. Ernest A. MENDEL- 
SOHN. Gastroenterology, 1952, 20: 105. 


Diverticula of the gastrointestinal tract, demon- 
strable in the roentgenogram, may be the source of 
severe symptoms requiring surgery. Eight cases are 
presented in which diverticula, ranging in location 
from the esophagus to the sigmoid colon, were dem- 
onstrated. In one case symptoms were interpreted 
clinically as a “postcholecystectomy syndrome.” 
Roentgen ray films demonstrated two large diver- 
ticula in the descending duodenum. Removal re- 
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sulted in uneventful recovery and freedom from 
subsequent symptoms. 
A study of the small bowel in a 3 year old child 
demonstrated a Meckel’s diverticulum. , 
Harotp LAurMan, M.D. 


The Surgical Treatment of Peptic Ulcer. FRANK H. 
LAHEY and SAMUEL F. MARSHALL. N. England 
J. M., 1952, 246: 115. 

Current practice at the Lahey Clinic, Boston, is 
outlined in the present article. Regarding medical 
management, co-operation between the gastroen- 
terologist and the surgeon is most essential. The 
use of banthine has been advantageous but it will 
not prevent the development of complications that 
require surgical procedures. 

It is urged that earlier partial gastrectomy in ulcer 
patients under medical management be carried out 
for the further lowering of the mortality rate. 

The problem of when to operate on a patient with 
massive hemorrhage from duodenal or gastric ulcer 
is a difficult one. The decision must be made fairly 
early, particularly in those patients who present re- 
curring massive hemorrhages. Perhaps the most 
factual statement concerning indications for imme- 
diate operation on patients with bleeding peptic ul- 
cer is that surgical measures to control bleeding 
should be instituted when the total blood volume 
drops below 60 per cent. It has been Lahey’s expe- 
rience in operating upon patients who are cold, 
pulseless, and with no blood pressure, that when the 
bleeding vessel has been controlled and the vascular 
system has been replenished by transfusion, they re- 
gain normal pressure and leave the operating table 
in surprisingly good condition. 

Another troublesome decision for or against sur- 
gery is concerned with the patient with recurring 
pyloric obstruction. The authors use the Wilkinson 
test which consists of the introduction of a 3 ounce 
noncurding milk mixture every hour through an in- 
dwelling gastric tube, clamping the tube for the first 
half hour, draining it for the second half hour through- 
out the 24 hour period for 3 to 4 days, and determin- 
ing the changes in the amount of residual material. 

In a group of 100 patients who had had obstruc- 
tion for less than 3 months, surgery was indicated 
in 39 per cent of the cases, whereas in those patients 
who had had recurring attacks over a period of 3 
months, surgery was necessary in 69 per cent of 
the cases. 

The size of a gastric ulcer, its site of origin, the 
age of the patient, and the amount of gastric acid 
offers very little dependable information concerning 
the presence or absence of malignancy in such ulcers. 
It can be added quite safely, however, that nearly 
every ulcer arising on the greater curvature of the 
stomach is malignant. In the entire experience of 
the Lahey Clinic with gastric surgery, only 5 benign 
ulcers of the greater curvature have been seen. The 
physician who undertakes nonsurgical management 
of a patient with gastric ulcer is faced with serious 
responsibility. The presence of gastric ulcer high on 


the lesser curvature may well require total gastrec- 
tomy for its removal. Total gastrectomy has been 
performed in only 13 cases at the Lahey Clinic. 
Most of these patients had high lesser curvature 
lesions. For greater curvature lesions, subtotal gas- 
tric resection is done. 

Regarding pancreatitis as a complication of gastric 
surgery, Lahey states that pancreatitis of itself, lim- 
ited to the head of the pancreas, would not be of such 
great seriousness; its serious consequences are due to 
the fact that it frequently results in digestion of the 
suture material, edema, swelling, necrosis of the in- 
verted duodenum, and the production of duodenal 
leakage. Whenever the duodenum must be peeled 
from the pancreas, the duct of Santorini should be 
carefully searched for in order to obtain an adequate 
length to invert safely; if seen it must be securely 
ligated with cotton or silk. The introduction of 
needles or sutures into the head of the pancreas while 
closing duodenal stumps may lacerate pancreatic 
ducts, constricting the blood supply and thus pro- 
moting the possibility of pancreatitis. 

Data from the Lahey Clinic does not enthusiasti- 
cally support a surgical program that puts vagotomy 
in first position in the treatment of gastrojejunal 
ulcer. It is the authors’ belief that partial gastrec- 
tomy is to be preferred to vagotomy. If a patient 
has undergone adequate partial gastrectomy (re- 
moval of 70 per cent or more of the stomach) for 
the treatment of peptic ulcer, another resection in 
such a patient is futile, as the possibility of con- 
trol of gastric acidity by means of partial gastrec- 
tomy has already been exhausted. If further surgery 
is anticipated in such a case vagotomy is logical to 
control the cephalic phase of secretion. Thus partial 
gastrectomy still occupies first place in the selection 
of any operative procedure for a patient with duode- 
nal and gastrojejunal ulcer at the Lahey Clinic. 

Harotp LAurMan, M.D, 


Comparison of Results in Personally Studied Cases 
in Which Gastric Vagotomy was Performed 
with Those Reported to the American Gastro- 
enterological Association. WALTMAN WALTERS, 
Hrram H. Be pine, III, and M. KATHARINE SMITH. 
Gastroenterology, 1951, 19: 623. 


This article consists of a comparison between 
the results of vagotomy in cases observed at the 
Mayo Clinic (with an average 3-year follow-up) 
and cases collected by the Vagotomy Committee of 
the American Gastroenterological Association (with 
an average 1.5-year follow-up). 

The results of vagotomy alone in the treatment 
of duodenal ulcer in all series have been approxi- 
mately the same, averaging good results in 58 per 
cent, unsatisfactory results in 35 per cent, and poor 
results in 7 per cent. From 65 to 84 per cent of 
the patients obtained relief of ulcer pain. 

When gastroenterostomy was added to the va- 
gotomy, better results were obtained. In both re- 
ports the tendency of the results in all of the 
groups and types of ulcer, and of all combinations 
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of operations was to become progressively worse 
with the passage of time. 
Ey Ev.iotr Lazarus, M.D. 


Immediate Subtotal Gastrectomy for Acute Per- 
forated Peptic Ulcer. Hucn Avcuinc oss, Jr. 
Ann. Surg., 1952, 135: 134. 

It is the author’s opinion that subtotal gastrec- 
tomy foracute gastroduodenal perforation isa safeand 
logical procedure provided the surgeon has sufficient 
technical experience in its performance so that the 
mortality rate will be no higher than it is for elective 
gastrectomy in the larger clinics. A careful selection 
of cases according to the criteria mentioned is im- 
portant if such a low mortality is to be achieved, but, 
in the last analysis, sound surgical judgment of 
each case on its own merits will be the determining 
factor as to whether resection or simple closure is 
the correct procedure. 

The question as to when emergency gastrectomy 
for acute perforation should be considered is perhaps 
best answered by saying it should always be con- 
sidered with the following criteria in mind: 

1. The surgeon’s own mortality and morbidity 
rate for elective gastrectomy should be low, which 
means that his experience in gastric surgery should 
be fairly considerable. 

2. Competent and available anesthetists are a pre- 
requisite for all major abdominal surgery, as is also 
a smoothly functioning blood bank. 

3. The patient’s general condition and age must 
be such that he can withstand a 3 to 4-hour opera- 
tion if it becomes necessary. This means a careful 
preoperative appraisal of his cardiovascular status, 
with medical consultation if indicated. 

4. No arbitrary time limit between perforation and 
operation should be set. In most of the author’s 
cases it was under 1o hours and the average was 7 
hours, but further experience may show that from 
20 to 24 hours may be safe in some cases. The mor- 
tality depends more on the patient’s physiologic 
age and general condition, plus the bacteriologic 
content of the peritoneal fluid, rather than on the 
length of time per se or the intensity or degree of the 
peritonitis (Niess). In the 12 instances in which 
cultures of the peritoneal exudate were taken none 
were positive. Turner reported positive cultures in 
40 per cent of the patients operated on within the 
first 12-hour period following perforation. This serves 
to reiterate the point, however, that the peritonitis 
is more apt to be a chemical than a bacterial one; 
at least, this is true up to 10 or 12 hours. 

5. Marked obesity or paralytic ileus with disten- 
tion of the small and large bowel makes the proce- 
dure technically more difficult and more shocking. 
Individuals with such a condition are less apt to 
tolerate intraperitoneal contamination, so that sim- 
ple closure is safer in these instances. 

6. The condition of the duodenum must be ap- 
praised. If edema, a local inflammatory reaction, or 
a second (kissing) ulcer of the posterior wall makes 
the handling of the duodenal stump difficult or 


dangerous, a simple closure of the perforation is 
probably preferable. 

7. Finally, gastrectomy should be done if at all 
possible (if one of the following conditions are pres- 
ent): (a) gastric ulcer, since it is often difficult 
to distinguish simple ulcer from carcinoma, al- 
though an exception to this should be made if the 
lesion, being a carcinoma, demands more than a 
subtotal gastrectomy; and (b) concomitant hemor- 
rhage from the ulcer site as evidenced by preopera- 
tive hematemesis, melena, or blood in the stomach; 
or if simple closure of the ulcer will result in narrow- 
ing to the point of threatened complete obstruction 
of the pyloric channel or duodenum. 

Joun J. MALoneEy, M.D. 


The Results of Partial Gastrectomy for Peptic Ulcer. 
C. N. Putvertart. Lancet, Lond., 1952, 262: 225. 


Only patients in whom a Polya type of operation 
was performed are included in this report. Six 
hundred and thirty-two patients (551 men and 81 
women) attended the follow-up clinic. 

The Polya method of operation was carried out, 
with antecolic antiperistaltic anastomosis, and 
attachment of the proximal loop to the lesser curva- 
ture of the stomach. In some of the early cases an 
isoperistaltic anastomosis was done, but these are in- 
cluded because there is no significant difference in 
the results. The extent of the resection has varied 
from two-thirds to three-quarters in the early cases, 
to the full-measured radical gastrectomy, in which 
the stomach remnant measured 1% to 2 inches along 
the lesser curvature and 3 or 4 inches along the 
greater curvature for duodenal ulcers, and about 2 
to 5 inches for gastric ulcers, the resection being, on 
the whole, rather less extensive in women than in 
men. 

This series may be divided into three groups 
according to the extent of the resection: group 1, 
two-thirds to three-quarters gastrectomy; group 2, 
developing measured radical gastrectomy; group 3, 
full-measured radical gastrectomy. The difference 
between the second and the third groups is only a 
matter of degree. This difference in men and women 
is of great importance and points to the necessity for 
very careful preoperative selection of women for 
gastrectomy. 

The middle-aged group (31 to 50 years) shows a 
rather better response to operation than the ex- 
tremes of age (under 30 and from 51 to 71 years). 

In men, the gastric and gastroduodenal ulcers 
respond slightly better than duodenal ulcers, but 
the difference is only one of degree. The clinical 
gradings for recurrent ulcers are less satisfactory, 
and there is a higher incidence of postprandial symp- 
toms with recurrent ulcers than with gastric, gastro- 
duodenal, and duodenal ulcers. 

The results in women are greatly inferior to those 
in men, mainly because of an increased incidence of 
postprandial symptoms; however, hypochromic 
anemia, particularly in women before the menopause, 
plays a part. ROBERT TURELL, M.D. 
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Is it Necessary to Continue Dietary Treatment After 
Gastric Resection for Ulcer of the Stomach and 
Duodenum? (Ist eine diaetetische Nachbehandlung 
nach Resektion wegen Ulcus ventriculi bzw. duo- 
deni notwendig?) E. STaHNKE. Chirurg, 1951, 22: 
543- 


The author is concerned as to whether dietary 
treatment of a gastric or duodenal ulcer should be 
continued after subtotal gastric resection. 

The first 3 postoperative weeks patients are kept 
on the ordinary ulcer regimen. Frequent meals and 
hydrochloric acid as well as pepsin may be necessary 
to overcome diarrhea. It is the author’s experience 
that patients develop fewer complications and lead 
a more normal life if they are allowed to return to 
an ordinary diet after healing has taken place. The 
postoperative anacidity is thus combated and psy- 
chologically the patients adjust more easily to nor- 
mal life. Food that is found to cause distress is 
prohibited. With this treatment the author was able 
to rehabilitate his patients better than with con- 
tinued dietary measures. 

However, a certain percentage of patients returned 
after several years with new complaints. In all of 
these the cause of the complaints could be attributed 
to technical mistakes. There were two types of com- 
plaints: fullness during meals, and fullness after 
meals with burning sensation. The former was due 
to regurgitation from too long an afferent loop, and 
the latter was due to retention of food in the part of 
the stomach proximal to the anastomosis. There was 
no evidence that the postoperative complaints were 
due to the lack of dietary regimens. The incidence 
of postoperative jejunal ulcer was not higher than 
the usual one. Kurt BENIRSCHKE, M.D. 


The Development of Cancer in Gastric Ulcer, and 
Ulcer Symptoms in Gastric Cancer. Tore 
Exstr6m. Acta chir. scand., 1952, 102: 387. 


The author has endeavored to study the question 
of how commonly gastric cancer develops in chronic 
gastric ulcer, by analyzing the case histories of 274 
patients operated upon at the Centrallasarettet, 
Linkoping (Sweden), during the 11 year period from 
1938 to 1948. In 16 of 138 radical gastric resections 
the histologic study revealed, or gave strong support 
for the assumption, that the malignancy had arisen 
on the basis of a chronic gastric ulcer. In 10 of these 
patients there was a typical ulcer history of many 
years’ duration. In 4 patients the duration of symp- 
toms was no longer than 2 years and in 2 patients 
no previous distress was noted. In 11 of the patients 
there were roentgenological signs of previous ulcera- 
tion in the same locale in which the cancer later 
developed. 

Studies of the free hydrochloric acid of the stom- 
ach, the location in the stomach in which the malig- 
nant lesion developed, and a study of the size of the 
malignant ulcers gave equivocal results with respect 
to the diagnosis of benignancy or malignancy. 

Among the 138 patients who received gastric re- 
sections for gastric cancer, previous gastric distress 


was found in 25 per cent, and typical ulcer symp- 
toms were present in 17 per cent. In g per cent the 
ulcer had previously been established roentgenologi- 
cally. In the 136 cases in which gastrectomy could 
not be performed the comparable figures were 25 per 
cent, 12 per cent, and 6 per cent. There is reason to 
assume that the development of cancer in a previous 
ulcer is somewhat more common in the group of pa- 
tients who have undergone gastrectomy than in the 
group whose ulcers were inoperable. This is probably 
because the ulcers in the former cases came to opera- 
tion at an earlier stage in their development. 

The present investigation seems to indicate that 
malignant degeneration of a chronic gastric ulcer is 
not uncommon. It is significant that these authors 
state this possibility should be considered strongly 
when listing the indications for surgery in a chronic 
gastric ulcer. OrviLte F. Grimes, M.D. 


Carcinoma of the Stomach. B. F. SwyNNERTON and 
S.C. TruELove. Brit. M.J., 1952, 2: 287. 


During the 12-year period from 1938 to 1949 in- 
clusive, 375 patients with carcinoma of the stomach 
were treated in the Radcliffe Infirmary, Oxford, 
England. Adequate follow-up data have been ob- 
tained on all of them. Nearly twice as many men as 
women were admitted, and in each sex the peak case 
incidence occurred in patients in the sixties. Great 
variation was reported in the length of time symp- 
toms had been present before admission to hospital. 
Nearly half of the patients were admitted within 6 
months of their first symptom, while at the other 
extreme nearly 1 in 5 had had symptoms for more 
than 2 years. 

The commonest site of neoplasm was the pre- 
pyloric region, the least common site, the fundus. 
In more than 4 of every 5 patients, their illness 
began with symptoms referable to the gastrointes- 
tinal tract, the majority suffering from some form 
of ‘“‘indigestion.”” The type of indigestion was ex- 
tremely variable. An epigastric mass was felt in 
about half the patients by the time of admission to 
the hospital. 

A barium meal is the most accurate single diag- 
nostic procedure. In g out of 10 patients the roent- 
genologists reported a gastric abnormality at the 
first examination, and in more than 4 out of 5, cor- 
rectly interpreted the findings. 

Achlorhydria was a common finding, independent 
of the age of the patient or the site of the neoplasm. 
On the other hand, normal or unusually acid secre- 
tions were found in 1 out of 4 patients; therefore, 
such findings should not be regarded as a bar to the 
diagnosis of gastric carcinoma. Most patients had 
occult blood in their stools. 

Laparotomy was carried out in 63 per cent of the 
patients, and resection of the growth in 114, or 30 
per cent. An increased proportion in all age groups 
were treated by resection during the second half of 
the period covered by this study. Resection offers 
the only hope of prolonged life. For example, nearly 
a quarter of patients in the resected group were 
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alive after 5 years as compared with less than 1 per 
cent of the remainder. The outstanding factor influ- 
encing prognosis in the resected group was the length 
of history. Somewhat unexpectedly, the prognosis 
was found to improve with increasing length of 
history. The age distribution of the patients, the 
site of the lesion, and the possibility of ‘“‘ulcer- 
cancers” do not explain this finding, and the authors 
conclude that it is due to the occurrence of slow- 
growing carcinomas. Haroip LaurMan, M.D. 


Colonic Replacement of the Stomach. B. B. Harri- 
son. Lancet, Lond., 1952, 262: 25. 


Reconstruction of gastrointestinal continuity fol- 
lowing gastrectomy by means of substituting a part 
of the colon for the resected portion of the stomach 
has been advanced as a method of avoiding the post- 
gastrectomy syndromes which follow the conven- 
tional types of gastric resection. Usually a section 
of transverse colon 7 inches in length or less is used. 
One end is anastomosed to the gastric remnant and 
the other to the duodenum. The author, a radiolo- 
gist, followed up 30 cases for 6 months or more. 

For the first 3 months after operation, haustration 
of the colonic segment was seen. After 6 months, this 
was less definite and the colonic segment then re- 
sembled a muscular tube. 

For the first 2 postoperative months, the colonic 
segment remained passive and sometimes allowed 
an accumulation of food. However, it regained some 
tone, and at the end of 3 months there was no resi- 
due in the “stomach” after 4 hours. 

When examined 3 months after operation, some 
patients showed retrograde movement in the colonic 
segment, and at the end of 6 months, this occurred in 
almost every patient. These movements, being from 
right to left, were retrograde in relation to the stom- 
ach, but normal for the colon. They were not peri- 
staltic waves. They have not been demonstrated to 
occur simultaneously with mass movements in the 
ascending or sigmoid colon. This mechanism pro- 
duced mixing and maceration of the food. 

Chyme entered the small bowel intermittently and 
by the normal route. Passage through the small 
bowel might be slower than before operation, the 
meal normally reaching the ascending colon 6 hours 
after ingestion. 

The operation was performed in more than 70 
cases, and all but 1 of the patients gained weight and 
had good capacity for normal meals. 

FREDERICK W. PREsTON, M.D. 


Congenital Atresia of the Small Intestine in Chil- 
dren. G. PETTERSSON. Acta chir. scand., 1952, 102: 
331. 


The author presents a statistical analysis of the 
case histories of 12 infants with complete intestinal 
atresia and stenosis, who underwent treatment dur- 
ing the last 5 years in the Children’s Hospital at 
Gothenburg, Sweden. 

In 4 cases the site of the atresia was in the duo- 
denum; the jejunum was involved in 1 case, the 


ileum in 3 cases, and in the remaining 4 patients 
multiple atresias were present. In one of the pa- 
tients suffering from atresia of the ileum, meconium 
peritonitis was found in addition. The author was 
able to perform a direct anastomosis between the 
cul-de-sac, or the termination of the distended 
proximal intestinal loop, and the nearest collapsed 
distal loop of intestine. 

It is emphasized that intestinal resection and 
enterostomy should be avoided. In spite of the 
difficulties attendant to such surgery, 6 of the 
authors’ 12 patients survived the operative procedure. 

ORVILLE F. Grimes, M.D. 


Spontaneous Elimination of an Invaginated Loop 
of Bowel with Recovery (Su di un caso di in- 
vaginazione intestinale con eliminazione spontanea 
dell’ansa. Guarigione). ALpo PLOTEGHER. Arch. 
ital. mal. app. diger., 1951, 17: 348. 

The author reports the case of a 52-year-old male 
patient with invagination of the jejunum presenting 
mild symptoms. Spontaneous elimination of the 
invaginated segment occurred with spontaneous re- 
establishment of the continuity of the gastroin- 
testinal tract. There were no immediate or late 
complications. The patient was first seen in 1944 and 
has been in good health since. A recent roentgeno- 
logic study revealed a distended loop of small bowel 
definitely identified as jejunum. This would cor- 
respond to the findings which were sufficient to 
identify the extruded segment as jejunum. The 
distended loop probably represented the bowel just 
above the segment which had invaginated itself and 
was subsequently expelled. 

Lucian J. Fronputi, M.D. 


Clinical and Histopathological Contribution on a 
Case of Duodenal Diverticulum Treated Sur- 
gically (Contributo clinico ed istopatologico su di 
un caso di diverticolo duodenale operato). DANTE 
SABAINO. Boll. Soc. piemont. chir., 1951, 21: 115. 


The author uses Célice’s and Parrot-Manson’s 
definition of a duodenal diverticulum as a localized 
and permanent dilatation of this segment of the 
bowel completely covered by mucosa. He follows 
Galavotti’s classification and groups the diverticula 
into true and pseudodiverticula, considering the 
former on a congenital basis and the latter on an 
acquired one (diverticular ulcer and spastic func- 
tional diverticulum). 

The author believes that most diverticula are 
asymptomatic until a complication intervenes and 
that from then on the patients either complain of 
an upset stomach or present the symptoms of a 
peptic ulcer. The correct diagnosis is made by 
means of roentgenograms. The usual complica- 
tions are: (1) acute or chronic inflammatory re- 
action with a secondary pancreatitis, cholangitis, 
or mediastinal or retroperitoneal inflammation, (2) 
retention in the diverticular pouch and mechanical 
disturbances, (3) hemorrhage, (4) acute perfora- 
tion, (5) cancer, and (6) the formation of stones. 
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The author reports 1 case in which the patient 
was operated upon with perfect recovery, and he 
thinks that surgical removal is the ideal treatment 
of this disease. Enzo Kraut, M.D. 


Duodenitis and Mossé-Marchand-Mallory’s Cirrho- 
sis (Duodénite et cirrhose de Mossé-Marchand- 
Mallory). R. CaTTAN, R. Carasso, and Cu. ZERAH. 
Arch. mal. app. digest., Par., 1951, 40: 372 (Supp). 


A woman, aged 67, developed a fatal atrophic 
cirrhosis of the Mossé-Marchand-Mallory type fol- 
lowing a clinically and biologically typical infectious 
hepatitis. Autopsy revealed extensive lesions of the 
wall of the duodenum. The size of the submucosa 
was enormously enlarged, due to edema, while poly- 
nuclear infiltration was limited to a zone adjoining 
the serosa. The duodenal mucosa and the common 
duct had a normal appearance. Signs of splenitis and 
pancreatitis were also present. 

The author does not believe that the edema of the 
duodenum was of the same metabolic origin as the 
anasarca of the lower extremities, because it was 
limited to the first two portions of the duodenum 
and because no such findings have ever been reported 
in patients with alcoholic cirrhosis. Possibly the 
edema was due to localization of the icterogenic virus 
in the duodenum. 

The enormous distention of the duodenal sub- 
mucosa in the region of the papilla could have inter- 
fered with evacuation of the bile and aggravated 
the atrophic cirrhosis. Josepu K. Narat, M.D. 


Persistent or Recurrent Proximal Ileitis Following 
Surgery. RatpH Corp and Davin A. DREILING. 
Arch. Surg., 1952, 64: 28. 


Recurrent symptoms following either resection or 
exclusion for terminal ileitis are not as rare as origi- 
nally reported. The recurrence rate calculated from 
the reports in the literature is above 20 per cent. The 
symptoms are due to a progression of the disease in 
the proximal ileum at or near the point of anasto- 
mosis to the transverse colon. Rarely are the com- 
plaints due to a persistence of disease in the excluded 
ileum. 

The usual recurrence results from isolated areas of 
incipient disease in the proximal ileum which are 
present at the time of anastomosis to the transverse 
colon. The symptoms, physical signs, and x-ray 
findings in this type of recurrent ileitis are similar to 
those of the primary disease. In cases in which an 
ileotransverse colostomy has been performed previ- 
ously, the treatment of choice is a secondary ileal 
division with ileosigmoidostomy. The point of ileal 
division should be at least 60 cm. proximal to the last 
visible segment of disease. It is advisable at the time 
of operation to make a biopsy of the ileum at the site 
at which the new anastomosis is to be made. 

The follow-up results in 10 patients with recurrent 
proximal ileitis treated with a secondary exclusion 
operation are presented and discussed. The second- 
ary recurrence rate for this procedure was 11.1 per 
cent. BENJAMIN GOLDMAN, M.D. 


Volvulus of the Cecum. B.N. Banerji. Ind. J. Surg., 
IQ5I, 13: 311. 

In volvulus of the cecum, the cecum does not 
undergo any gross rotational change and therefore 
this condition should be called ‘‘torsion of the mesen- 
tery with involvement of the ileocolic loop.” The 
author reports his experience with 13 patients pre- 
senting this condition who were part of a personal 
series of 650 patients operated upon for acute inter- 
nal intestinal obstruction. Ten had acute obstruc- 
tions; 3 had moderate obstructions. Seven of the 10 
patients who came to operation with acute obstruc- 
tion had a previous history of abdominal colic with 
transient obstruction but no operations. No intra- 
abdominal bands or any other pathological lesion 
was encountered in any of the 10, except cholelithi- 
asis in 1. In these patients the cecum and the 
ascending colon were mobile with a free mesentery, 
there being a common mesentery enclosing the entire 
segment of the bowel from the duodenojejunal junc- 
tion to the ascending colon up to the point of its 
fixation. The parietal attachment and vascular rela- 
tion of this abnormal mesentery were different from 
the normal. In the normal the line of attachment of 
the mesentery extends from the duodenojejunal 
flexure on the left of the second lumbar vertebra 
across the third part of the duodenum to the division 
of the right common iliac artery at the upper part of 
the right sacroiliac joint. It is a straight line about 
6 inches long, running obliquely. The line of attach- 
ment of the abnormal enterocolic mesentery extends 
from the duodenojejunal flexure on the left of the 
second lumbar vertebra across the second part of the 
duodenum and ends just below the lower pole of the 
right kidney about the level of the lower border of 
the third lumbar vertebra. This line is only 3% to 4 
inches long and runs more or less transversely. 
Instead of being exactly straight it is just a little 
V-shaped. The apex of the V corresponds to the 
entry of the superior mesenteric artery into the free 
mesentery. This anatomical anomaly has been en- 
countered in 19 of 368 consecutive laparotomies, 
giving an incidence at 5.2 per cent. 

In adult life a complete turn of this abnormal 
mesentery is not feasible since the mesentery fans 
over a great length of bowel and the abdominal 
cavity is not roomy enough to allow this. The posi- 
tional changes taken up by the mesentery and the 
intestines as seen on opening of the abdomen can be 
accounted for only by assuming that the mesentery 
must have undergone two movements. By the first 
movement it doubles up (folds on itself) over the 
superior mesenteric artery as its axis, the post- 
arterial segment turning in a clockwise direction, 
i.e., toward the left. By the next movement the 
entire doubled up mesentery is flung upward on its 
parietal attachment and thereby the posterior sur- 
face of the mesentery becomes the presenting surface 
when the abdomen is opened. The ultimate outcome 
of this situation is that the free border of the doubled- 
up mesentery runs upward from the right extremity 
of the mesenteric attachment across the transversely 

















lying mobile part of the ascending colon. While 
crossing, it presses upon the ascending colon at this 
point and produces mechanical ileus. Initially, the 
twist or torsion is 180 degrees, but later on the entire 
doubled-up mesentery is twisted a few degrees in 
clockwise direction by the pressure of the highly dis- 
tended cecum lying on the left side. Since the 
ascending colon is crossed by the doubled up mesen- 
teric border and pressed upon it, an obstruction 
begins in the ascending colon. As the obstructed 
bowel becomes progressively distended and heavy, 
it first pulls the ascending colon toward the left as 
far as possible and then wedges it firmly against the 
root of the mesentery in the angle between the poste- 
rior abdominal wall and the upturned border of the 
twisted mesentery. As a result of this, changes take 
place on the wall of the ascending colon at this place, 
ranging from a mere pressure mark or indentation 
to an ischemic and subsequently a necrotic band. 
As a result of this there is a closed loop obstruction 
of the cecum and a simple obstruction of the ileum. 

An important clinical feature of the situation is 
considerable distention which may become enor- 
mous with visible peristalsis. The combination of 
these two physical signs, the appearance of the lad- 
der pattern indicative of low small bowel obstruction 
and at the same time the distention, which is much 
too great to be accounted for by small-bowel ob- 
struction alone, is a characteristic clinical feature of 
this condition. There is also hollowness at the right 
iliac fossa which is notable during the colicky spasms. 
A tense mass is palpable; it occupies the central or 
the left part of the abdomen, corresponding to the 
distension. On roentgenographic study there is a 
large oval or hour-glass air-filled area occupying the 
central and the left part of the abdomen, almost 
resembling a distended air-filled stomach, with ab- 
sence of the usual gaseous outline of the cecum and 
colon, and fluid levels and gas are observed in the 
small bowel. 

The treatment is obviously surgical. A big inci- 
sion is advocated, preferably a right paramedian 
incision about 6 to 8 inches long. Partial or extensive 
eventration is necessary in order to evaluate the 
situation properly and to reduce the mesenteric tor- 
sion, which must be done first, before the cecum is 
returned to the right side. If the ascending colon 
shows only pressure effects of the obstruction it need 
merely be replaced to its normal position. If there 
is a real doubt as to the viability of the ileocolic loop 
it should be exteriorized. At a later date excision of 
the exteriorized loop and anastomosis are performed. 
The exteriorized cecum is opened and a rubber drain 
is inserted. There is considerable edema and ob- 
struction at the ileocecal valve and therefore it is 
necessary to do an ileostomy either over the exte- 
riorized portion of the ileum or by passing a fairly 
stiff rubber tube through the cecostomy and into the 
cecum. In such cases in which excision and anasto- 
mosis have been performed the question of recur- 
rence does not arise. In the cases in which this is not 
done the ileocolic loop is placed in its anatomical 
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position and the free cecocolic mesentery is stitched 
to the posterior parietal peritoneum by a number of 
interrupted silk sutures. By this procedure, the 
mesenteric fusion which was left incomplete at its 
terminal phase is now complete. When necessary, 
excision of the exteriorized loop and anastomosis is 
done from about the sixth to the eleventh day. Of 
the 5 survivors following emergency treatment, 2 
underwent only detorsion with mesenteric fixation 
and 3 were subjected to resection and anastomosis in 
2 stages. One of the 3 had a subsequent operation 
for the prevention of scar hernia. 
LeRoy J. Kvetnsasser, M.D. 


Appendicitis in Childhood. Epwarp S. Stuckey. 
Med. J. Australia, 1951, 2: 804. 


Approximately 1 admission in every 20 to the 
Royal Alexandra Hospital for Children, Sidney, 
Australia, is for appendicitis. 

The author distinguishes two primary types of 
acute appendicitis which can be differentiated from 
each other in the early stages: the acute obstructive 
type and the primary inflammatory type. Examina- 
tion of the appendix by the pathologist after an 
acute attack has subsided often shows remarkably 
little abnormality. Indeed, in many cases complete 
resolution may occur and a microscopic report of 
‘normal appendix” after an interval operation need 
not make one doubt the original diagnosis. 

The differential diagnosis in the child must be 
made from distant involvements, such as acute ton- 
sillitis, nasopharyngitis, influenza, and the early 
stages of acute specific fevers. Food poisoning and 
dietary indiscretions, acute enterocolitis or dysen- 
tery, as well as typhoid and paratyphoid fever are 
medical conditions which may mimic appendicitis in 
children. The author also points out the differentia- 
tion between acute appendicitis and rheumatic fever, 
pneumonia, basal pleurisy, pyelitis, infectious hepa- 
titis, and the cyclic vomiting associated with neuro- 
genic conditions such as migraine. 

The surgical conditions to be excluded in children 
include obstructed hernia, intestinal obstruction, 
primary peritonitis (particularly in infants), regional 
ileitis, renal or ureteric obstruction, epigastric her- 
nia, and such rarer conditions as osteomyelitis of the 
pelvis, trauma, acute pancreatitis, Meckel’s diver- 
ticulitis, and perforations due to the swallowing of 
foreign bodies. Intussusception in older children 
may offer difficulty in diagnosis. Anomalies of intes- 
tinal rotation with partial obstruction, mesenteric 
cysts or tumors, torsion of an ectopic testis, and 
retroperitoneal hematoma, cysts, or tumors may 
enter into the diagnosis. Acute mesenteric lympha- 
denitis is apparently less common in Australia than 
it is in America, since the author claims that al- 
though it is indistinguishable from acute appendi- 
citis and although operation invariably results in the 
subsidence of symptoms, it does not constitute a 
large group of cases. 

The mortality rate in this series of 2,206 cases 
observed in the period from 1946 to 1950 was 0.3 
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per cent. If the chronic and recurrent cases are ex- 
cluded, the rate becomes 0.4 per cent. Spreading 
peritonitis was the cause of death in 8.2 per cent, 
localized abscesses in 1.9 per cent, and nonperforated 
appendix in o.1 per cent. 

Treatment is divided by the author into treatment 
in uncomplicated cases, treatment of localized ap- 
pendical abscesses, treatment of spreading peri- 
tonitis, postoperative management, and treatment 
of postoperative complications. 

In children the McBurney muscle-splitting in- 
cision is almost always used. Most of the surgeons at 
the Royal Alexandra Hospital have ceased using the 
application of tissue-destroying chemicals to the 
stump of the appendix. If the cecal wall is in- 
flamed, friable, and edematous, the stump is not 
buried. Drainage is not recommended in perforated 
appendicitis and is rarely used even when an in- 
flamed appendix has been removed. When an ap- 
pendical abscess is palpable in a child as a well de- 
fined mass, the author believes in draining such a 
mass through a small incision, although he admits 
that most other authors would advise conservative 
treatment, especially in adults. The appendix should 
not be removed under such circumstances in any 
event. When an appendical abscess is discovered 
after the belly has been opened, the abscess should 
be aspirated and, provided one is confident that one 
is not soiling areas of the peritoneum not already 
soiled, appendectomy is recommended. However, if 
appendectomy appears likely to be difficult the 
appendix should be left in place. Drainage is re- 
quired in all of these cases. Immediate operation is 
undertaken in the presence of spreading peritonitis. 
Careful management of the postoperative fluids and 
electrolytes as well as intensive antibiotic therapy 
are necessary after such operations. 

The postoperative complications which are most 
to be feared are secondary intra-abdominal abscess 
formation and obstruction due to plastic fibrinous 
adhesions of the bowel loops. Management of these 
and other complications is discussed. 

HARoLp LAurMAN, M.D. 


Embolic Liver Abscess Following Acute Appendi- 
citis. H. B. Lopewijxs. Arch. chir. Neerl., 1951, 
3: 333- 

The most frequent cause of death following 
acute appendicitis is generalized peritonitis. None- 
theless, there is a still more dangerous complica- 
tion, although fortunately it is rare —suppurative 
pylephlebitis, or portal pyemia. It is invariably 
fatal when it occurs in the course of acute appendi- 
citis. The complication is known in the Nether- 
lands and in the French-speaking countries as foie 
appendiculaire. This name originates from Dieu- 
lafoy, who in 1897 reported at length on its path- 
ology and clinical symptoms. The relationship be- 
tween acute appendicitis and liver abscess, how- 
ever, was realized long before this and (according 
to Loisson) Waller, in 1846, was the first to point 
it out. 


Since then there have been several reports, 
mostly from postmortem and old statistics, about 
deaths associated with appendicitis in which ref- 
erence was made to patients dying of multiple liver 
abscesses following inflammation of the appendix. 
Real interest in the condition was not aroused until 
the general acceptance of appendectomy toward 
the end of the nineteenth century. 

Suppurative pylephlebitis, although fortunately 
a rare complication, may be susceptible to peni- 
cillin treatment if the process is diagnosed and 
treated early enough. 

In this respect the shaking chill is of the utmost 
importance, as it is practically the only reliable 
symptom. 

Although a chill in the course of typical acute 
appendicitis may have another cause (malaria, in- 
travenous drip, toxic reaction), it must be looked 
upon with grave suspicion. When recurrent chills 
occur following the removal of a gangrenous or 
severely inflamed appendix, development of sup- 
purative pylephlebitis is practically certain. 

Repeated negative blood cultures combined with 
an inflammatory process in the abdomen and septic 
temperatures and chills is an indication of sup- 
purative pylephlebitis. Early diagnosis and treat- 
ment may decide the issue. 

The author reviews the literature and analyses 
16 cases observed in the University Clinics of 
Amsterdam. In the last case, which is described in 
more detail, penicillin treatment proved successful. 

Joun E. Kirkpatrick, M.D. 


Spontaneous Perforation of the Large Bowel. 
MicwaEL F. A. WoopruFFr. Ann. Surg., 1952, 135: 
221. 


The term “spontaneous perforation” implies per- 
foration which, on account of some underlying patho- 
logical condition, has occurred in the absence of 
trauma sufficiently intense to rupture normal bowel. 
Cases may be conveniently subdivided into two 
groups, according to whether the perforation occurs 
at the site of the primary lesion of the bowel, or 
more proximally, as a consequence of obstruction. 
Diverticulitis and carcinoma are the most common 
lesions in the first group. Other causes are ulcerative 
colitis, tuberculous enterocolitis, and simple ulcers. 
Perforation proximal to an obstructive lesion ap- 
parently occurs only in the cecum. 

The onset is characterized by fairly severe ab- 
dominal pain, and sometimes vomiting. There is 
usually generalized abdominal tenderness and com- 
plete absence of bowel sounds. Abdominal disten- 
tion is usually more marked than is evidence of 
rigidity, and symptoms of shock are usually not 
present. 

Perforations vary in size and the amount of fecal 
contamination of the peritoneal cavity varies in 
quantity. 

In the operative treatment, the main point at 
issue is whether, in typical cases, a proximal colos- 
tomy should be performed in addition to patching 
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Fig. 1 (Ripstein ef al.) Effect of colectomy in ulcerative colitis. a, Preoperative; b, 
postoperative. (Courtesy of J. B. Lippincott Co.) 


the perforation and draining the abdomen. The 
author believes that in diverticulitis, if the perfora- 
tion is a very small one, colostomy is not necessary; 
if it is a large one, colostomy is advisable. In per- 
foration due to carcinoma, the safest course would 
seem to be to repair the perforation, make a proximal 
colostomy, and, in a few weeks’ time, perform a re- 
section. If, however, the procedure is feasible, the 
author believes that a Paul-Mikulicz operation 
should be done. Chemotherapy should be instituted 
postoperatively. Ey Exxiorr Lazarus, M.D. 


Results of the Surgical Treatment of Ulcerative 
Colitis. CHARLES B. RipsTeIN, G. GAVIN MILLER, 
and CAMPBELL McG. GARDNER. Ann. Surg., 1952, 
135: 4. 

Radical primary resection of the colon and ileos- 
tomy are recommended for the treatment of ulcera- 
tive colitis in patients with permanent organic 
colonic changes or with complications associated 
with these changes. These two procedures are prefer- 
able to ileostomy alone or to ileostomy followed by 
staged resections because primary resection stops 
the loss of protein and blood and eliminates toxic 
absorption. 

_ The operation is performed through a left rectus 

incision so as to make possible easy mobilization of 

the splenic flexure. The omentum may be detached 
either from the stomach or colon, whichever is easier. 

The colon is mobilized by freeing the lateral perito- 

neal reflections. The terminal ileum is divided at a 

short distance from the ileocecal valve and brought 

out through a stab wound in the right abdomen. 
lhe sigmoid is transsected and the distal end is 
brought out through the lower end of the operative 


incision. The resected colon is removed en masse 
with ligation and section of its blood vessels. 

In this series 72 patients were operated upon by 
this method. In 63 patients the colectomy extended 
to the sigmoid, in 7 it included only the right colon, 
and in 2 total colectomy and rectal excision were 
performed. Resection of the rectum should be per- 
formed as a separate procedure 3 to 6 months after 
the primary resection. The operation is almost al- 
ways indicated because of the continuation of dis- 
charge, for bleeding, for stricture, for fistula, for 
polyposis or for malignancy. Abdominoperineal re- 
section of the rectum became mandatory in 25 pa- 
tients after the primary resection because of the 
latter complications. B. G. P. SHarrrorr, M.D. 


Rectosigmoidectomy for Hirschsprung’s Disease. 
THEODOR EHRENPREIS. Acta chir. scand., 1951, 102: 
251. 

A series of 20 cases of Hirschsprung’s disease, 
treated by rectosigmoidectomy, is reported. Ap- 
parently, dysfunction of evacuation of the colon is 
the primary cause of the disease. Dilatation was 
found to develop secondarily. Redundancy of the 
colon appears to be physiological among infants. 
The cause of the dysfunction has as yet not been 
determined. 

The designations of ‘‘megacolon,” ‘‘Hirschsprung’s 
disease,”’ and “idiopathic megacolon” have hitherto 
been used synonymously. The term of Hirsch- 
sprung’s disease should be limited to the disease 
entity, characterized by agenesis of the myenteric 
plexus within a distal narrow segment of the bowel. 

All of the patients gave a history of constipation 
since birth. The diagnosis is made on the x-ray 
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demonstration of a distal narrow segment. Recto- 
sigmoidectomy, performed essentially according to 
the Swenson technique, was very successful in the 
author’s cases. All patients have been completely 
relieved of their symptoms for periods of from one- 
half year to 21% years. SAMUEL Kaun, M.D. 


Double Tumor of the Rectum and Colon (Tumore 
doppio del retto e del colon). L. D1 Domizio. Ann. 
ital. chir., 1951, 28: 606. 


The author presents a case report of a patient 
having a double lesion of the rectosigmoid region. 
A lesion was demonstrated by rectoscopic examina- 
tion. This was located about 10 cm. above the 
sphincter. Roentgenologic studies showed a single 
lesion in this area. A perineal resection was per- 
formed in order to save the sphincter mechanism. 
About 20 cm. of sigmoid were drawn downward 
and at this point a second lesion was palpable. The 
bowel was subsequently sectioned above the second 
lesion. A view of the removed specimen showed that 
the second lesion was at the very edge of the proxi- 
mal portion. Pathological studies showed both lesions 
to be adenocarcinomas. These were considered to be 
independent lesions rather than 1 lesion with meta- 
stases or a transplantation. 

The author points out that double lesions should 
be kept in mind when dealing with lesions of the 
colon and rectum so that proper treatment will be 
given. The literature is reviewed and percentages 
varying from 1.7 to 2.9 are reported. This one case 
represents the only one found in the past 6 years. In 
80 such cases surgery was done. 

Lucian J. Fronputi, M.D. 


Some Observations on the Treatment of Carcinoma 
of the Rectum. CLive Butler. Proc. R. Soc. M., 
Lond., 1952, 45: 41. 

Anterior resection is reserved for cases of carci- 
noma of the rectum in which a mobile growth is 
found in the colon above the peritoneal reflection, or 
it is done as a palliative procedure in advanced cases 
of rectal carcinoma so as to avoid a colostomy and 
permit removal of the primary growth. Hartmann’s 
operation consists in removing the pelvic colon and a 
variable amount of the rectum. The anal canal and 
terminal part of the rectum are left in situ and a 
permanent colostomy is performed in the left iliac 
fossa. The rectal stump is not closed but is used as 
a convenient structure through which to put a tube 
to drain the presacral space after reformation of the 
pelvic peritoneal floor. The author still finds this 
procedure a useful method in elderly patients with a 
high growth when an abdominoperineal resection 
seems unnecessary and if the condition of the patient 
or the length of bowel available renders an anasto- 
mosis impracticable. 

The combined simultaneous abdominoperineal re- 
section of Lloyd-Davies is favored by the author. 
This procedure has the advantage that the patient 
does not have to be moved during the operation, 
which decreases shock and saves time. When the 


growth is a large one with perirectal induration, a 
single operator often has difficulty in determining the 
tissue planes between the growth and such struc. 
tures as the bladder and prostate. With two sur- 
geons working, each can help the other to identify 
these important landmarks and each can indicate to 
the other the appropriate lines of cleavage. In this 
way the operability rate can be raised as more for- 
midable growths may be tackled with confidence. 
If the growth is on the anterior rectal wall in 
women, the posterior vaginal wall should be re- 
moved in order to prevent vaginal recurrence. No 
attempt is made to sew up the posterior vaginal wall, 
but if the wound is packed, the packing is brought 
out through the vagina and the perineal wound is 
sewn up. Sterilization should be performed in all 
cases if the woman is of child-bearing age. 
Follow-up records show clearly that although the 
operative mortality for rectal cancer is very low the 
ultimate results are disappointing. Seventy-seven 
patients were operated on more than 5 years ago; 
68 had an abdominoperineal, and 9 a Hartmann re- 
section. Sixty-one per cent of the type A patients 
(Duke’s classification) 16 per cent of the B type and 
27 per cent of the C type patients are alive; that is, 
22 of 77 have been saved thus far. These figures are 
not impressive, but the author claims that at the 
present time early diagnosis is necessary for better 
results. This is dependent on the patients in the first 
instance and then early co-operation from colleagues 
in general practice. Haroip Lauran, M.D. 


Granulomatous Lesions of the Anorectal Region. 
RosBertT J. Rowe. South. M.J., 1952, 45: 91. 


The incidence of lymphogranuloma venereum, one 
of the infectious granulomas, is high in the colored 
race. The use of aureomycin, chloramphenicol, and 
terramycin has greatly influenced the course of the 
disease. Management of the advanced cases of rec- 
tal stricture still presents a problem, but the results 
obtained in the earlier phases of the disease have 
been gratifying. In the acute ulcerative proctitides, 
without rectal strictures, chloramphenicol and terra- 
mycin eradicate the disease in most instances. Some 
of the patients may have recurrences or treatment- 
resistant disease, but when resistance to one anti- 
biotic occurs, one of the other antibiotics should be 
tried. In early strictures, with active ulcerative 
proctitis, one of the antibiotics should be used to- 
gether with digital dilatations. Although the use of 
antibiotics does not preclude the need for surgery, 
the general condition of the patient will be improved, 
so that subsequent surgery will be less hazardous. 

Proximal transverse colostomy has been used in 
the more advanced rectal strictures with obstruction 
or fistulas or esthiomene. Subsequent resection has 
not been necessary in most patients. Resection 
should be reserved for patients who do not respond 
to conservative measures. There is not enough evi- 
dence of the carcinogenicity of lymphogranuloma 
venereum to warrant prophylactic abdominoperineal 
resection for all strictures due to this disease. 
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Granuloma inguinale also often involves the ano- 
rectal region. It is of venereal origin and is caused 
by Donovania granulomatis, a bacterium which 
commonly involves the genitalia and perineal re- 
gion, but occasionally also the perianal region. The 
disease usually begins with a papule or vesicle, and 
spreads by continuity. Eventually, a scarlet-hued 
granulomatous lesion of the skin develops. The ul- 
cerations have well defined borders, with little or no 
undermining. Large scars, partially healed areas, or 
small serpiginous ulcerations may be found in the 
same patient. Granuloma inguinale should by sus- 
pected when extensive fistulous processes contain a 
very soft reddish-white necrotic tissue. The disease 
may erode the rectal wall and invade the soft tissues 
of the perineum or pelvis. 

The diagnosis of granuloma inguinale is based on 
the appearance of the lesions, and demonstration of 
Donovan bodies in smears or biopsy specimens. 

Streptomycin, aureomycin, chloramphenicol, and 
terramycin have all been found to be effective in 
the treatment of the condition. 

Tuberculosis of the anorectal region is not very 
common. It may assume a fistulous, ulcerative, lu- 
poid, verrucous, or miliary form. In the rectum 
proper, tuberculosis occurs in either the ulcerative 
or hyperplastic forms, as it does in other parts of the 
large bowel, and its diagnosis is often difficult. Pain 
is not a prominent symptom; the lesions present a 
dirty appearance; the edges of the ulcerative wounds 
are irregular and often undermined; edematous skin 
tags occur frequently; the adjacent skin is livid or 
reddish purple. The diagnosis is made on the basis 
of histologic and bacteriologic studies. 

The surgical management of tuberculosis is the 
same as that used for similar anorectal lesions. 
Wider excision of the areas has been recommended; 
adequate drainage should be provided. Streptomy- 
cin and other antibacterial agents may be used. 

Amebic ulcerative proctitis is usually characteris- 
tic, but the granulomatous lesions may assume vari- 
able forms. Several amebicides have recently been 
found to be very effective. Among these are milibis, 
chloroquine, aureomycin, terramycin, and bacitracin. 

Syphilis is the only infectious granulomatous dis- 
ease, caused by the spirochete, which is of signifi- 
cance to the proctologist. Penicillin has reduced its 
incidence markedly. 

Anorectal actinomycosis is rare. The diagnosis 
still depends on the examination of tissue and smears 
taken from the lesions. Much advancement has been 
made in the treatment of the disease, and penicillin 
has been effective in its treatment. 

Anorectal chancroidal lesions are rarely seen. The 
diagnosis is difficult, and can be made only after 
other lesions have been ruled out. Positive skin tests 
are fairly conclusive evidence that the lesion is chan- 
croidal. The injudicious use of antibiotics may mask 
the presence of syphilis. In the author’s opinion, 
iodoform in ether is the treatment of choice. 

Granulomatous anorectal lesions due to regional 
enteritis, ulcerative colitis, Hodgkin’s disease, my- 


cosis fungoides, and sarcoidosis are seen only occa- 
sionally. 

The presence of foreign bodies or chronic trauma 
may produce unusual granulomatous anorectal le- 
sions. Granuloma pyogenicum may occur in the 
perianal region, and only with difficulty can it be 
distinguished from amebic granuloma or squamous- 
cell carcinoma. Biopsy may be necessary to estab- 
lish the diagnosis. Treatment is by excision of the 
granulomatous areas, with incision and drainage of 
any abscess cavities that may be present. The con- 
comitant use of antibiotics is specific for these lesions. 

SAMUEL Kaun, M.D. 


LIVER, GALLBLADDER, PANCREAS, 
AND SPLEEN 


The Differential Diagnosis of Jaundice by Means of 
Liver Function Tests. G. P. BAKER. Guy’s Hosp. 
Rep., Lond., 1951, 100: 342. 

In the differential diagnosis of jaundice the essen- 
tial problem is to distinguish between “‘surgical”’ or 
obstructive jaundice and “nonsurgical” or hepato- 
cellular jaundice. The great importance of this dif- 
ferential diagnosis lies in the fact that long-standing 
jaundice, if due to obstruction, can only be relieved 
by surgical measures; whereas if the jaundice is due 
to hepatitis any kind of surgical exploration is strong- 
ly contraindicated as not only useless but actually 
dangerous. Although this differential diagnosis is 
usually not difficult on clinical evidence, it may at 
times be extremely perplexing. In 20 cases of 
jaundice due to hepatic necrosis, reported by Culli- 
nan, exploratory laparotomy was performed in 12 
cases in the belief that the jaundice was “‘surgical.” 
Seven deaths occurred early after operation. 

The author reports his results in the differential 
diagnosis of jaundice in patients studied by means of 
a battery of biochemical laboratory tests. Fifty-four 
unselected cases of jaundice were investigated by 
means of the qualitative van den Bergh reaction, ser- 
um protein level, hippuric acid excretion, qualitative 
urinary urobilin and urobilinogen, total serum 
cholesterol, serum alkaline phosphatase, thymol tur- 
bidity, flocculation, and colloidal gold tests. In all of 
these tests, with the exception of the alkaline phos- 
phatase and the flocculation tests, the author noted 
doubtful reliability. 

In 16 of 21 cases of obstructive jaundice, the alka- 
line phosphatase activity was elevated to 30 King- 
Armstrong units, or above. Only one case of hepatitis 
gave a similar reading. The flocculation tests were 
positive in 23 out of 28 cases of acute or chronic 
hepatitis. Only 1 case of obstructive jaundice gave a 
positive result. The author recommends the use of a 
combination of the phosphatase and flocculation 
tests. Correct diagnoses could be made in 72 per cent 
of the cases; incorrect diagnoses were made in 6 per 
cent of the cases, and indefinite diagnoses in 22 per 
cent of the cases. The high percentage of indefinite 
diagnoses is a serious drawback to the use of these 
laboratory procedures. Epwarp F. Lewison, M.D. 
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Considerations in the Differential Diagnosis of 
Hepatocellular and Obstructive Jaundice from 
the Surgical Standpoint (Differentialdiagnostis- 
che Erwaegungen zwischen hepatogenem und 
Stauungsikterus vom chirurgischen Standpunkt). 
E. Bumm. Med. Welt, 1951, 20: 1545. 


With the increase of cases of jaundice in the past 
decade the differential diagnosis between obstructive 
and nonobstructive jaundice has become extremely 
important. Bergmann’s demand for relief of obstruc- 
tive jaundice within 14 days is still valid and it is 
especially important in cases in which cholangitis 
has caused a large amount of liver damage. With 
the perfection of clinical methods, including liver 
biopsy, the diagnosis can be arrived at in most cases. 
In most severe cases of jaundice, however, the sur- 
geon is frequently confronted with the problem as to 
whether the alleged hepatocellular jaundice may not 
be an obstructive one. In such instances the pa- 
tient’s history is of importance and often early colics 
suggest bile duct obstruction. In a brief case report 
the author presents the occasional fallacy of this 
symptom. A 56-year-old woman had a cholecystecto- 
my at the age of 36. Again she had colic and after 
long medical treatment surgery was finally resorted 
to. The bile ducts revealed no obstruction and after 
common duct drainage uneventful recovery took 
place. At operation the liver was found to be en- 
larged and of reddish brown color. 

It is emphasized that observation of the size and 
color of the liver at operation is frequently the best 
diagnostic sign. Kalk (Berlin) found in a large series 
on peritoneoscopy that the color of the liver in ob- 
structive jaundice is green. Hepatocellular jaundice 
is characterized by a large brown-red liver which be- 
comes the “large white liver” in the chronic stage. 
Biopsy at operation is recommended, and with con- 
tinuous vitamin K medication there have been no 
hemorrhages. The marginal liver biopsy can occa- 
sionally be used for permanent “direct bile drainage”’ 
(Hensch). In all cases bile drainage is recommended, 
preferably cholecystostomy. Very frequently hepato- 
cellular jaundice will improve dramatically following 
bile drainage. The reason for this is not clear but 
it is believed to be related to the neurovegetative 
system. Thus, Dick reported clinical improvement 
of hepatocellular jaundice following peridural anes- 
thesia, a procedure which, in the author’s opinion, 
can be employed for differential diagnosis. 

Kurt BENIRSCHKE, M.D. 


Contribution to the Study of the Syndrome of 
Portal Hypertension (Contribution 4 l’étude du 
syndrome d’hypertension portale). R. BouLvin, 
M. CHEVALIER, P. GALLus, and M. NAGEL. Acta 
gastroenter. belg., 1951, 14: 795. 


The authors discuss the clinical signs and the 
laboratory findings in hypertension of the portal 
circulation and emphasize especially the value of 
portography (roentgenography of the vessels of the 
portal system) for the differentiation between the 
different types of this condition. 


The underlying causes for portal hypertension 
may be either intrahepatic (cirrhosis, schisto- 
somiasis, hemochromatosis) or extrahepatic. The 
latter group is subdivided into obstacles in the af- 
ferent portal, and obstacles in the efferent hepatic 
venous system. 

In thrombosis or compression of the hepatic 
veins (Budd-Chiari syndrome) the main symptom 
is congestion and enormous swelling of the liver, 
whereas in obstruction within the portal system 
(thrombosis, compression by bands, adhesions, tu- 
mors) the size of the liver is normal and the pre- 
dominant symptom is splenomegaly. 

The author states that the usual liver function 
tests contribute little to the differential diagnosis 
between suprahepatic and portal hypertension. In 
addition to careful clinical observation, the most 
valuable information is given by portography. 

Between 15 and 25 c.c. of a 70 per cent umbradil 
solution are injected into the substance of the 
spleen. The portal vein and its branches fill with 
the radiopaque substance via the splenic vein and 
can be visualized in the roentgenogram. 

WERNER M. Sotmitz, M.D. 


The Portacaval Venous Shunt. ALrrep Lance, 
CHARLES G. JOHNSTON, and D. E. PREsHAW. Ann, 
Surg., 1952, 135: 22. 

Portacaval venous shunts were experimentally 
performed in a series of dogs by means of a special 
partially occlusive clamp. The shunts studied were 
of the complete end-to-side and the partial side-to- 
side types. Liver function studies proved that brom- 
sulfalein retention was greater in the animals with 
a complete shunt than in those with a partial shunt. 
Also, the dogs with a complete shunt tolerated car- 
bon tetrachloride poisoning more poorly than the 
others. Hence, it appeared that the partial shunt 
would be preferable for human portacaval anasto- 
mosis, and a series of 18 patients were treated in 
this manner. Of the latter, 12 were operated upon 
because of bleeding esophageal varices. Postopera- 
tively, there was no recurrence of hemorrhage in 9. 
A second group patients with recurring ascites, 
was also subjected to portacaval anastomosis but 
without notable benefit. A third group of 3 patients 
with both hemorrhage and ascites who were treated 
by portacaval anastomosis also yielded poor results. 
All 3 of these patients died within 1 year because of 
hepatic insufficiency. 

Bleeding esophageal varices from cirrhosis of the 
liver will cause the death of a patient within 1 year 
of its onset unless portacaval venous anastomosis is 
made. The results are excellent provided liver func- 
tion is satisfactory. The operative risk is considered 
good if the serum albumin is 3.0 gm. per cent or 
more, the bromsulfalein retention is less than 15 
per cent in 45 minutes, and the prothrombin value 
is at least 60 per cent of normal. No evidence can 
be produced to show that the natural course of 
cirrhosis of the liver is in any way changed as a re- 
sult of the shunt. B. G. P. Suarrrorr, M.D. 
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Fig. 1 (Large, et al.) Photographs of clamp used to occlude partially the vena cava 
during the portacaval anastomosis. (Courtesy ot J. B. Lippincott Co.) 


Angulations of the Gallbladder (Les Coudures de la 
vésicule biliaire). EtreNNE FAssio. Presse méd., 
TQ51, 59: 1779. 

An angulation of the gallbladder is occasionally 
demonstrated by cholecystography. The problem 
has interesting embryological, physiopathological, 
and clinical aspects. Several studies done in various 
countries reveal an incidence varying between 2.8 
and 4 per cent among all cholecytographies. The 
angulation can be situated at any point along the 
longitudinal axis of the viscus, resulting in two 


compartments with a narrow communication. The 
deformity can be either retroperitoneal or peritoneal; 
the retroperitoneal variety is often acquired, while 
the peritoneal is congenital. There is often a charac- 
teristic septum separating the two compartments, 
this is common in the Phrygien cap type of deform- 
ity. 

There is, finally, a group of deformities which 
result from spasm of the wall of the gallbladder; 
these are reversible and cannot be demonstrated 
on subsequent examinations. 
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The symptoms vary from severe paroxysmal at- 
tacks of pain to vague continuous discomfort in the 
right hypochondrium. The paroxysmal attacks are 
not unlike those produced by calculi. In the con- 
genital variety the symptoms are of long duration, 
while in the acquired variety they are of shorter 
duration and are related to a preceding disease. 

The clinical symptoms are far from being pathog- 
nomonic; the diagnosis is made by cholecystography. 
It is not uncommon for the two segments of the 
gallbladder to be superimposed over each other, and 
a lateral as well as an anteroposterior film is im- 
portant. The angulation can be situated at any 
point along the gallbladder. The degree of angula- 
tion also varies in magnitude and direction. Palpa- 
tion of the gallbladder under the fluoroscope is of 
great importance in differentiating different types of 
angulation. The functional type can often be re- 
duced, while the organic types are not reducible. 
The roentgenological diagnosis of these deformities 
is simple. They can only be confused with diverticula 
of the gallbladder and the very rare condition of 
adenoma of the gallbladder. From the etiologic point 
of view there are three varieties of angulations: 

1. Angulation of an atonic gallbladder due to 
pressure of contiguous viscera. 

2. Angulation due to adhesions around the gall- 
bladder. These adhesions are often the result of 
previous attacks of cholecystitis, more often duodeni- 
tis, associated with duodenal ulcers. 

3. Angulation of a hypertonic gallbladder seen in 
patients suffering from severe biliary colics. The 
congenital varieties are discovered after operation. 

The treatment of the atonic angulation consists 
in the administration of spasmodic drugs. The hyper- 
tonic variety is treated with antispasmodics. The 
organic angulation necessitates surgical intervention. 

Najis Asu-Haypar, M.D. 


Acute Cholecystitis in Childhood. Josrepu A. 
Bonta and CHARLES G. Lovincoop. Surgery, 1952, 
31: 300. 

Acute cholecystitis in children is usually preceded 
by an acute infectious process elsewhere in the body, 
most commonly in the respiratory tract. With such 
a history, and findings localized in the right upper 
quadrant, acute cholecystitis must be considered, 
although the diagnosis cannot usually be made with 
certainty before surgery. The decreasing incidence 
of acute cholecystitis in children in the past decade 
is attributed to the use of antibiotics in minor in- 
fections, thus halting the process before a cholecysti- 
tis can develop. 

One new case is reported. A 4 year old girl, witha 
10 hour history of right upper quadrant pain and 
vomiting, was operated upon 18 hours after ad- 
mission and a cholecystostomy was performed. 
Cultures of the pus from the fundus and subsequent 
stool cultures were all positive for Salmonella 
Oranienburg. The cholecystostomy tube was re- 
moved on the fifth day. Recovery was uneventful. 

STANLEY W. TUELL, M.D. 


The Frequency of Recurrence of Calculi in the Gall- 
bladder After Cholecystolithotomy. Muicuart 
Pers and HEeLce BADEN. Acta chir. scand., 1951, 
102: 260. 


In a series of 667 cholecystolithotomized patients, 
information of the clinical condition of 504 was ob- 
tained. Among these, on the average, 19.7 years 
had elapsed after the operation. 

Recurrent calculi were found in the gallbladder or 
cystic duct in 21 per cent of patients who were 
followed up. Since information concerning the re- 
mainder of these cases was not completely reliable, 
the actual percentage of recurrence is probably 
higher (about 30 per cent). 

The recurrent calculi may give no symptoms, 
Hepatic colic, on the contrary, may occur after 
cholecystolithotomy, without the presence of re- 
current calculi. The recurrent calculi may manifest 
themselves more than 20 years after the operation. 

The highest percentage of recurrence was found 
in younger patients, in those in whom the gallbladder 
displayed very little change, and those in whom the 
contents of the gallbladder were uninfected. 

SAMUEL Kaun, M.D, 


The Experimental Use of Free Arterial and Split- 
Thickness Skin Grafts for Bridging Defects in 
the Common Bile Duct of the Dog. CreicHTon 
A. HarpIN and C. FREDERICK KITTLE. Surgery, 
1951, 30: 834. 

Reconstruction of the strictured or absent common 
bile duct has long been and continues to be a chal- 
lenge to surgical ingenuity. The many reconstruc- 
tive techniques that have been suggested testify that 
no satisfactory procedure has yet been devised. The 
methods previously described for common duct 
repair are briefly reviewed. These include the use 
of rectus fascia strips, fascial grafts over vitallium 
tubes, rubber tubes, serosal flaps from the stomach, 
venous and peritoneal grafts alone and combined 
with Blakemore-Lord tubes, vitallium tubes, bird 
quills, polythene tubes, skin grafts, and interposed 
isolated jejunal segments. With notable exceptions 
the results have been uniformly discouraging. Many 
of the attempted substitutes such as venous grafts 
perished because of insufficient blood supply, with 
necrosis, perforation, fibrosis, and contracture. The 
use of foreign materials often caused irritation of 
adjacent tissue with fibrosis and contracture. The 
problem of calculus formation within all of these 
substitutes was a prominent one. 

To determine whether or not free arterial and 
split-thickness autografts of skin would prove prac- 
tical for replacing defects of the common bile duct, 
three series of dogs were studied. In the first group 
(6 dogs) free arterial autografts from the femoral 
artery were sutured into a defect of the common bile 
duct without any support. In the second group (9 
dogs) free arterial autografts were sutured into a 
defect of the common bile duct over a small rubber 
catheter, this acting as a scaffolding for the graft. 
In all of the 15 dogs except one there was leakage 
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and/or stenosis in postoperative periods varying 
from 14 to 67 days. 

In the third group (6 dogs) an epidermal tube of 
split-thickness abdominal or flank skin was placed 
over a catheter and sutured into a defect of the 
common bile duct. In all animals leakage or stenosis 
occurred. 

These experiments indicate that free arterial and 
split-thickness epidermal grafts are not suitable for 
bridging defects of the common bile ducts in dogs 
and that their applicability to human instances does 
not seem justified. C. Freperick Kittie, M.D. 


Substitution of Extrahepatic Biliary Ducts with 
Polyethylene Tubes (Sostituzione dei dotti biliari 
extraepatici con tubi di politene). B. Piccoit and 
C. Mauro. Gior. ital. chir., 1951, 7: 691. 


The authors performed experiments on 7 dogs 
using polyethylene tubes to connect the biliary ducts 
aiter the resection of large segments. The technique 
consisted of resecting segments of the common duct 
and then introducing the polyethylene tube in the 
free stumps. The ends of the tubes were flanged on 
both ends and held in place with silk ligatures. 

In 2 of the animals: extensive resection of the 
biliary tree was carried out so that the polyethylene 
tubes were used to bridge a gap from the hepatic 
duct to the duodenum. A ligature was applied to the 
distal end of the tube and then the tube was intro- 
duced into the duodenum through a small incision. 
The free ends of the ligature were brought back 
through the wall of the duodenum with a needle and 
then tied. A ligature was applied to the proximal 
side. The free ends of the proximal and distal liga- 
tures were then tied together to help hold the tube 
in place. The operative area was usually covered 
with omentum. 

The authors were well pleased with the results. 
The animals were followed up from 6 to 8 months. 
All the tubes remained open. There was no forma- 
tion of excessive scar tissue and no necrosis of the 
ducts occurred. Lucian J. Fronputt, M.D. 


Acute Necrosis of the Pancreas;Etiology and Patho- 
genesis (La nécrose aigué du pancréas. Etiologie et 
pathogénie). JEAN Bottin. Acta gastroenter. belg., 
1951, 14: 811. 

Various theories have been presented regarding 
the cause and pathogenesis of acute necrosis of the 
pancreas. The most widely accepted of these is 
that reflux of bile from the common duct into the 
canal of Wirsung may occur in inflammatory, 
lithiasic, or functional disturbances and may cause 
necrosis of the pancreas. 

The author rejects this theory for several reasons. 
In the first place, a calculus in the common duct 
or a spasm of the sphincter of Oddi does not fa- 
cilitate a communication between the choledochus 
and the pancreatic duct. Furthermore, the pres- 
sure in the choledochus is about the same as in 
the pancreatic duct so that no reflux is likely to 
occur in the case of a communication. Finally— 


and this is the most valid argument—bile does not 
contain any kinase which would activate trypsino- 
gen into trypsin. 

A number of investigators have attempted to 
establish a communication between the ducts in 
animals in the hope of reproducing acute pan- 
creatic necrosis experimentally. The author criti- 
cizes sharply the techniques used in these experi- 
ments. He believes that only an intraduodenal 
procedure can produce an effective communication. 
He used this method in dogs. After duodenotomy, 
he connected the two canals by small glass can- 
nulas armed with rubber tips. The result was a 
generalized icterus, and especially the pancreas was 
saturated with bile, but no necrosis of the pancreas 
ensued. Moreover, a number of observations are 
on record in which reflux of bile into the pan- 
creatic duct could be proved without the develop- 
ment of necrosis of the pancreas. 

The writer believes that reflux of duodenal juice 
rather than of bile is the true cause for acute ne- 
crosis of the pancreas. Stasis and hypertension 
within the duodenopancreatic bottleneck can be 
caused by overeating, antiperistalsis, vomiting, 
high intestinal obstruction, or by inflammation or 
lithiasis of the biliary canals. Very minute amounts 
of enterokinase would be sufficient to bring about 
a fatal effect, as 1 drop of duodenal juice is ca- 
pable of activating 20 c.c. of trypsinogen. 

WERNER M. Sotmitz, M.D. 


Cystadenoma of the Pancreas (L’ Adenoma cistico del 
pancreas). PreTRO TAGARIELLO. Arch. ital. mal. 
app. diger., 1951, 17: 325. 

The author reviews the literature on cystadenoma 
of the pancreas and then reports a case. A 58-year- 
old woman was found to have an abdominal tumor 
after she had had epigastric symptoms for about 
a year. Roentgenologic studies including a barium 
meal were negative. At operation a cystic tumor 
was found; it was about the size of a large hen’s egg, 
situated on the anterior surface of the pancreas. 
This was excised completely to include a cuneiform 
segment of the gland at the base of the cyst. There 
was no narrowing at the base. The pathologic diag- 
nosis was cystadenoma of the pancreas. It was con- 
sidered to have arisen from an adenomatous pro- 
liferation of cells in the excretory ducts. 

The patient has been followed up for 3 years and 
has gained 10 kgm. She has had no recurrence of 
symptoms. Lucian J. Fronputi, M.D. 


MISCELLANEOUS 


Torsion, Infarction, and Hemorrhage of the 
Omentum as a Cause of Acute Abdominal 
Distress. Moses J. LEITNER, CLtaus G. JORDAN, 
Morton H. SPINNER, and Evan C. REESE. Ann. 
Surg., 1952, 135: 103. 

The authors present the case histories of 6 patients 
demonstrating four different types of omental infarc- 

tion. Primary omental torsion was present in 3 
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cases. The fourth case presented a rather uncommon 
lesion wherein the infarction occurred within the 
gastrohepatic ligament. The exact etiology in such a 
condition is obscure since the gastrohepatic liga- 
ment does not occur as a structure with a distal-free 
portion. It is possible that the torsion developed a 
loose, redundant congenital accessory fold lying 
between and attached to the round ligament and the 
lesser curvature of the stomach. 

Secondary torsion occurred in an additional pa- 
tient associated with incarceration of the omentum 
into the hernial sac. This is the most common type 
of omental infarction. 

Idiopathic segmental infarction has been reported 
in the recent surgical literature. The authors present 
the case history of a patient with signs and symp- 
toms which satisfy the criteria of this diagnosis. 

Acute occlusion of the omental blood vessels pre- 
sents the same clinical features whether due to tor- 
sion, idiopathic thrombosis, abdominal trauma, or 
vascular disease. Only rarely is the diagnosis made 
preoperatively. In the absence of other organic 
disease in the abdomen at the time of laparotomy, 
especially if a free serosanguineous fluid is found in 
the peritoneal cavity, the surgeon must be aware of 
the possibilities of acute omental infarction. 

Treatment consists of ligation and resection of the 
involved portion. OrVILLE F. Grimes, M.D. 


One Hundred and Twenty-Seven Penetrating 
Wounds of the Abdomen (127 plaies pénétrantes 
de l’abdomen). Favre and CurppAux-MATuIs. 
Mém. Acad. chir., Par., 1951, 77: 893. 


Of 127 patients with penetrating wounds of the 
abdomen who were treated by the authors in Indo- 


China, 103 were operated on and 66 per cent of them 
recovered. In 11 of the remaining 24 no operation 
was undertaken because they were moribund, while 
in 13 the intervention was deliberately not advised. 
The last-mentioned group of 13 patients, all of 
whom recovered, had injuries of the liver, with or 
without renal trauma. 

Auscultation of the abdomen proved very valu- 
able for the diagnosis. Absence of borborygmi, 
caused by paralytic ileus, was recorded in 81 per 
cent of the entire group. Disappearance of liver 
dullness was noticed in 78 per cent of the cases, 
Bedside roentgenographic examination was found to 
be invaluable. 

Novocain infiltration of the carotid sinus fur- 
nished a spectacular effect in desperate cases, 
Physiologic saline solution and adrenalin with 
novocain were administered intravenously; a Levin 
tube was inserted into the stomach and oxygen was 
administered through a nasal tube. In an indigenous 
population in which beriberi is prevalent, strychnine 
is substituted for adrenalin. The tolerance to strych- 
nine was unbelievable. Twenty milligrams were 
given within a few hours. In addition vitamin B 
was administered intravenously. 

Ether with nitrous oxide or with pentothal was 
used for anesthesia. 

Exploration should be made intra-abdominally 
because exteriorization, no matter how rapidly done, 
has an undesirable effect on the pulse and the blood 
pressure. The authors never leave drains in the ab- 
dominal cavity but use either streptomycin or sul- 
fonamides locally. On completion of the operation 
the anal sphincter is dilated. 

JosEpH K. Narat, M.D. 
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The Sexual Life of Patients with Carcinoma of the 
Cervix Cured by Irradiation (Ueber den Zustand 
der mit Strahlenbehandlung geheilten Kollum- 
karzinompatientinnen bezueglich des Geschlechts- 
lebens). V. KAHANPAA and T. GyLLInc. Ann. chir. 
gyn. fenn., 1951, 40: 189. 

X-ray and radium treatment of cancer of the cervix 
not only suppresses ovulation but also produces 
diminution of the size of the uterus, shrinkage of the 
cul-de-sac, and either distortion or circular stenosis 
of the vagina. All these factors may affect the sexual 
life of the patient. 

The results of follow-up examinations and answers 
to questionnaires sent to 97 irradiated and 40 oper- 
ative patients, all below 50 years of age, allow the 
following conclusions: 

Climacteric complaints were equally frequent in 
both groups, but irradiation affected the sexual life 
in a lesser degree than operation because the latter 
leaves only a short stump, while the entire vagina or 
at least a great part of it remains patent after irradia- 
tion. Proper after-treatment in the form of douches 
reduces the tendency of the vagina toward occlusion. 
Furthermore, from the psychologic point of view, 
preservation of all of the organs in irradiated pa- 
tients is an important factor. 

JosepH K. Narat, M.D. 


Morbidity Studies in 1,000 Consecutive Hysterec- 
tomies. R.S. Cron, JAMES STAUFFER, and HOLLIs 
PAEGEL, JR. Am. J. Obst., 1952, 63: 344. 


Studies were made of 1,000 consecutive hysterec- 
tomies performed in a private hospital by gynecolo- 
gists and general surgeons during 1949 and 1950. 
Gynecologists performed 80 per cent of these opera- 
tions. The advantage of the vaginal and total op- 
erations over the subtotal operation has resulted in 
an appreciable reduction in the use of this latter 
procedure. 

Parenteral penicillin does produce sensitivity. 
Since a single penicillin vaginal suppository appears 
to be most effective in preventing postoperative in- 
fections, it is suggested that parenteral penicillin 
should be administered only for definite therapeutic 
reasons. There was a mortality rate of 0.2 per cent. 

CHARLES Baron, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 
Venograms Found in Connection with Hystero- 


salpingography. Paavo VARA. Ann. chir. gyn. 
fenn., 1950, 39: 228. 


Hysterosalpingography was utilized as a diagnostic 
procedure in the study of 1,119 sterile couples over a 
5-year period. The dye entered the blood stream in 
52 (4.6 per cent) of the patients and the resultant 


films yielded venograms of the pericervical, para- 
cervical, pericorporal and iliac veins. 

The cause of the production of venograms during 
this procedure was regarded as the under-develop- 
ment of the uterus and occlusion of the fallopian 
tubes. Even a small amount of dye for salpingog- 
raphy, although given at an appropriate time post- 
menstrually, may enter the venous system. 

The danger of oil embolism is over-estimated, and 
no damage resulting from the use of oil-soluble con- 
trast media was ever noted in this series, Only in 
2 cases did the patients develop an irritable cough 
which, however, quickly left. It is apparent that the 
oil passing into the circulating blood is soon con- 
verted into an emulsion which does not cause any 
noticeable harm to the patient. 

Joun R. Wo rr, M.D. 


Ruptured Endometrial Cysts as a Cause of Acute 
Abdominal Symptoms (Endometrial Pelviperi- 
tonitis). JoseEpH Hypr Pratt, Ropert S. Hiccrns, 
and GLENN T. Foust, Jr., Am.J. Obst., 1952, 63: 90. 


Endometriosis is a process which, because of its 
pathologic features and its various localizations, is 
likely to manifest itself in the most diverse clinical 
fashions. In many instances the symptoms are 
vague or the disease is silent, so that the diagnosis 
becomes extremely difficult or impossible and the 
true nature of the disease is recognized only at 
laparotomy. 

The endometriomas, or chocolate cysts of the 
ovary, are, in general, symptomless. They may at- 
tain a diameter of several inches but with adequate 
room for expansion they give no indication of their 
presence. The symptoms, when present in such cases, 
are those of the condition of endometriosis, not 
symptoms of a specific endometrioma of an ovary. 
Since these cysts tend to become adherent to sur- 
rounding structures, such as the broad ligament, 
uterus, and sigmoid, they do not form a pedicle, 
and hence torsion of an endometrial cyst is an ex- 
tremely rare finding. The cysts are, on the other 
hand, both thin-walled and adherent to surrounding 
organs as evidenced by the infrequency with which 
they can be removed intact. Therefore, while torsion 
is extremely rare, rupture of an endometrioma can 
and does occur. When it occurs, the contents of the 
cysts flow onto the pelvic peritoneum, causing pain 
of varying degree. 

If the perforation is minimal or is partially ob- 
structed or covered, the outflow of the contents is 
slow, and the effusion is blocked by plastic peri- 
toneal reaction resulting in many adhesions. If 
the perforation is larger it manifests itself clinically 
by symptoms of an acute surgical condition of 
the abdomen. This condition is called ‘‘endometrial 
pelviperitonitis.”” When the perforation is widely 
open, the symptoms are similar to those of ruptured 
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ectopic pregnancy, or ruptured follicle or corpus 
luteum cyst. When the symptoms of severe pelvic 
peritoneal irritation are not apparent and some 
localizing signs are present, one might well make a 
diagnosis of acute appendicitis or torsion of an 
ovarian cyst. 

The material used in the authors’ report was taken 
from the records of 10 patients seen at the Mayo 
Clinic from May, 1933 to January, 1951, a period of 
approximately 18 years. In these patients explora- 
tion, carried out because of their acute abdominal 
symptoms, had revealed ruptured endometrial cysts. 
The diagnosis of endometriosis was based on finding 
endometrial glands and stroma in the cyst walls. 

The treatment is exploration and conservative 
surgical measures in young patients. The question 
of radical surgical treatment in older patients is 
discussed and the reasons for bilateral oophorectomy 
are mentioned. 


MISCELLANEOUS 


Pelvic Phlebography by the Transosseous Route 
(La phlébographie pelvienne par voie trans-osseuse). 
M. R. CHAMBRAUD. Gyn. obst., Par., 1951, 50: 477. 


Phlebography of the pelvic veins after intra- 
venous injection gives unsatisfactory results. The 
dorsal vein of the clitoris and the corpora cavernosa 
have been tried but the visualization of the veins 
was poor. 

Injection of the contrast substance into the bones 
of the pelvis is the method of choice for study of the 
venous circulation and especially to find postopera- 
tive or puerperal thrombosis and phlebitis within the 
pelvis. 

The technique is described in detail. A 50 per cent 
“diodome”’ solution is used; this substance never 
causes any untoward reaction or local irritation 
even when, by mistake, a considerable amount 
escapes into the subcutaneous tissue. ‘‘Phenergan”’ 
is injected preoperatively to prevent any signs of 
idiosyncrasy for iodine. The instrument used is a 
specially constructed trocar 5 cm. in length, and 4 
mm. in diameter at the base and 2 mm. at the end. 
The trocar has three spiral threads at the tip to 
screw it into the bone and to prevent reflux along the 
cannula. After a short skin incision the trocar is in- 
serted and driven through the corticalis with a few 
mallet blows; then it is screwed into the medullary 
space. The contrast substance is injected within 5 
seconds and the films are taken beginning at the end 
of the third second. 

Three sites are possible for the injection: the iliac 
crest, the pubic spine, or the tuberosity of the ischia- 
dic bone. The injection must always be done bi- 
laterally. The iliac crest is the easiest accessible and 
least inconvenient for the patient, but only the 
gluteal, hypogastric and cava veins are visualized by 
this route. The most complete visualization of the 
entire venous network is obtained by injection into 
the ischiadic tuberosity. The last is considered 
the best method. 


The author emphasizes that transosseous phlebog- 
raphy is the only exact method for diagnosis and 
localization of thrombosis and thrombophlebitis 
within the pelvis. He argues against the contention 
of several workers who state that the thrombophle- 
bitic process always starts in the veins of the calves 
and that involvement of the pelvic veins is always 
secondary. By transosseous phlebography he was 
able to show that primary thrombophlebitis within 
the pelvis is not infrequent, especially during the 
puerperium. WERNER M. Sotmitz, M.D. 


Venous Thrombosis in Obstetrics and Gynecology 
(Le trombosi venose in ostetricia e ginecologia), 
M. B. Cetroni. Minerva gin., Tor., 1951, 3: 599. 


Generally speaking, venous thrombosis occurs in 
1 per cent of all surgical patients, in from 1 to 2 
per cent of the patients with serious medical dis- 
eases, and in from o.5 to 1 per cent of the women 
who have aborted or delivered. Thrombosis is 
rather high in exploratory laparotomies, higher in 
subtotal than in total hysterectomies, and still higher 
in abdominal than in vaginal hysterectomies; it 
seems to be influenced by climatic conditions as it 
occurs more frequently in the cold northern climate 
than in the warmer southern one. Numerically, its 
occurrence seems to be the same in obstetrical and 
gynecological cases. 

The theory has been advanced by some that at 
present thrombosis is more frequent because of the 
use of sulfa and antibiotic drugs, which may have 
some coagulative property (Ochsner, DeBakey, and 
DeCamp, 1949; Levy—Solal, Badin, and Chouk- 
roun, 1950; Brehant and Finas, 1951). The author 
agrees with Van Veen (1949) and Cacciavillani and 
Canova (1950) that penicillin and streptomycin are 
endowed with a thromboplastic activity, and sug- 
gests that these drugs be used with prudence. 

Most of the cases of thrombosis encountered by 
the author were cases of phlegmasia alba dolens, 
today described as adhesive-thrombophlebitis, or 
the second stage of phlebothrombosis. The diag- 
nosis of silent phlebothrombosis has been rather 
difficult because the steplike rapidity of the pulse of 
Malher, the unexplainable rise in the temperature of 
Michaelis, the pain in the calf and popliteal areas of 
the lower leg on forced dorsiflexion of the foot 
(Homan), and the pain on compression of the calf 
against the osseous plane of the other leg (Bauer), are 
not always present. Psychic states, functional dis- 
orders, and inguinal lymphadenopathy are also in- 
constant. Phlebography, after the injection of con- 
trasting media, may be helpful but has not been 
used by the author. 

The thrombotic process usually originates in the 
lower leg, but it may be preceded by parauterine 
conditions (parametritis, adnexitis, pelvic perito- 
nitis) with involvement of the pelvic veins (phlegma- 
sia parauterina). 

It is also to be observed that in these cases the 
phlebothrombosis of the lower leg occurs after the 
uterine or parauterine process has either regressed 
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or has completely disappeared. The interpretation 
of this by the author is that the parauterine process 
predisposes to humoral modifications favorable to 
intravascular clotting which leads to the phlebo- 
thrombosis in the lower extremities. The differen- 
tiation between thrombophlebitis and phlebothrom- 
bosis is rather difficult. The author states that 
venous thrombosis should be named phlebothrom- 
boembolism; its most interesting aspect is the silent 
phlebothrombosis, a condition in which the throm- 
bus fluctuates freely in the vein and may either 
break loose and cause embolism, or become ad- 
herent to the wall of the vein and lead to adhesive 
thrombophlebitis, the classical phlegmasia alba do- 
lens. The embolism that follows a silent thrombo- 
phlebitis of the lower extremities is usually a massive 
and deadly one, being the first and last symptom of 
such a condition in 25 per cent of the cases. 

Adhesive thrombophlebitis is characterized by a 
thrombus adherent to the wall of the vessel, the 
complication being not embolism but stasis which 
may lead to extension of the thrombus or the forma- 
tion of a silent thrombophlebitis in the opposite ex- 
tremity and again a fatal embolism. 

Septic thrombophlebitis usually occurs in obstetric 
patients; the thrombus is loaded with bacteria and 
the blood culture is positive. In these cases a mas- 
sive embolus is rare, the usual course being the 
development of small emboli causing multiple pul- 
monary abscesses. Septic puerperal thrombophle- 
bitis, usually diagnosed as late eclampsia or en- 
cephalitis notwithstanding the lack of hypertension 
and albuminuria, is characterized by repeated con- 
vulsions, paralysis, hemiplegia, and at times visual 
disturbances. The spinal fluid is hemorrhagic or 
xanthochromic. The prognosis is not always serious. 

The prophylactic treatment consists of: avoidance 
of trauma, meticulous peritonealization, avoidance of 
tight bandages, the use of pillows in the popliteal 
space and of tight bands to strap down the legs of 
the patient, frequent deep inspirations, an abundance 
of fluids, and blood transfusions if needed. The 
author believes that the circulatory stimulants “digi- 
talis” and ‘theophylline’ have a hypercoagulant 
effect. 

Early ambulation is favored by the author, but 
because of the possibility of septic complications it 
is deferred to the seventh day in cases of uterine 
curettage and abortions, even when the latter are 
spontaneous. 

Sulfa drugs and antibiotics are used only when 
indicated, and then large doses are given. 

The difficulty in diagnosing phlebothrombosis has 
led many to use the radical measure of preoperative 
ligation of the superficial femoral vein in patients 
from 50 to 70 years of age. Allen and his collabora- 
tors have reported on 458 patients treated this way 
with only 1 case of fatal embolism, while among 458 
patients treated conservatively there were 20 cases 
of fatal embolism. In young people the anticoagu- 
lants “heparin” and “dicumarol” can be used pro- 
phylactically when there is a predisposition to 


thrombosis. The contraindications to the use of 
these drugs—advanced age, renal or hepatic disease, 
hemorrhagic complications—must be kept in mind. 

When the diagnosis of phlebothrombosis is made, 
anticoagulants, sympathetic block and phlebotomy, 
and thrombectomy are useful. The same measures 
can be used in adhesive thrombophlebitis and, al- 
though motion of the affected limb is allowed, the 
possibility of a contralateral phlebothrombosis must 
not be forgotten. 

In septic thrombophlebitis, anticoagulant and 
antispastic therapy may be of help, but the use of 
antibiotic drugs must be the rule. The author is of 
the opinion that dicumarol has an antibacterial 
property. 

Massive pulmonary embolism is treated by em- 
bolectomy according to the technique of Trendelen- 
burg or de Takats. The after-effects of thrombosis 
are treated by removal of the thrombosed vein. 

Sedation, vasodilating drugs, bandages if not too 
tight, and heat, dry or moist, may be helpful. 

Today, besides the anticoagulants ‘‘dicumarol” 
and “heparin,” we have others, e.g., thrombocid, 
tromexan, fenilindanodione, and a substance ex- 
tracted from ferula communis in the heparin group, 
and tocopherol among the antithrombinic and anti- 
thrombogenic agents. Tocopherol must be given 
concomitantly with calcium gluconate. 

The author reports the results obtained in 18 cases 
of venous thrombosis in which heparin, dicumarol, 
and tromexan were used. Ambulation was insisted 
upon as soon as the symptoms had abated. The 
average duration of the disease was 9 days, the 
shortest being 5 days and the longest between 30 
and 40 days. The hemorrhagic complications were 
hematuria, epistaxis, and hematomas, which re- 
gressed rapidly upon the administration of large 
doses of vitamin K; blood transfusions were neces- 
sary in I case only. 

Today dicumarol and heparin are the drugs of 
choice. Sympathetic block, if done early and accord- 
ing to the technique of Leriche and Kunlin, elimi- 
nates the spasm of the vein and re-establishes active 
circulation, thus giving a result similar to that of the 
coagulants. Josepu M. A. Pape, M.D. 


Bacteroides Infections of the Female Genital Tract. 
CHESTER E. CLARK and ALVIN F. WIERSMA. Am. J. 
Obst., 1952, 63: 371. 

The anaerobic gram-negative nonsporulating ba- 
cilli of the genus Bacteroides are not infrequent path- 
ogenic invaders of the female genital tract in the 
puerperal as well as in the gynecologic patient. The 
genus is customarily divided into pleomorphicstrains, 
represented by Bacteroides funduliformis and non- 
pleomorphic strains represented by Bacteroides fra- 
gilis. The authors review 47 Bacteroides infections on 
the obstetrical and gynecological services at the Syr- 
acuse Memorial Hospital between January 1, 1949 
and April 30, 1951. During the period covered by 
this study 267 cultures for predominating organisms 
were done. So far as could be determined, this is the 
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first series reported from an obstetric and gynecologic 
service. Cases were classified as follows: 


Bacteriemias 
Uterine malignancy 
Squamous carcinoma of the cervix 
Adenocarcinoma of the corpus 
With pyometra 
Without pyometra 
Endometritis, postpartum 
Amnionitis 
Septic abortion 
SATU ABSCOBS is: ces's sos eaten wea in washer 
Skenitis 
Upper pelvic inflammatory disease 
DUANE NIE 5c 66 Ke seciis eis eine wep ares 
Ischiorectal abscess, postoperative— 
Vaginal hysterectomy and plastic 
Postoperative vaginal hysterectomy and 
plastic 
Cervicitis during pregnancy 
Vaginal bleeding and leucorrhea 
Pregnant patients 
Nonpregnant patients... . 2666.65 0s os 


Accompanying organisms occurred in 38 cases and 
consisted of anaerobic streptococci, aerobic alpha 
streptococcus, beta streptococcus, staphylococcus 
aureus, pneumococci and coliform bacillus. Anaer- 
obic as well as aerobic cultures of purulent material 
and repeated anaerobic blood cultures make a bac- 
teriological diagnosis of Bacteroides possible. Sur- 
gical drainage of accessible abscesses should be done. 
Aureomycin and chloromycetin are the antibiotics of 
choice. WarreEN R. Lane, M.D. 


Urologic Aspects of Endometriosis: the Renal, 
Ureteral, and Vesical Forms (Aspects urologiques 
de l’endometriose: les formes rénale, urétérale et 
vésicale). EuGENE Bitum and Louris FRUHLING. 
Gyn. obst., Par., 1951, 50: 404. 

The authors present a case of endometriosis of 
the kidney, review the literature of this extremely 
rare condition, and discuss the theories of its 
pathogenesis. 

A woman 43 years of age had a history of in- 
tolerable pains in the right lumbar region and 
pollakiuria during menstruation. These pains had 
been present for 3 years and occurred only in the 
days before and during the monthly period. No 
complaints whatever were experienced in the in- 
termenstrual interval. 

Intravenous urography revealed that no dye was 
excreted from the right kidney. Retrograde urog- 
raphy showed an atrophic ureter and failed to vis- 
ualize the renal pelvis. The kidney was removed. 
Histologic examination showed typical endometri- 
osis. Numerous small cysts and glandular tubules 
surrounded by smooth muscle were present. The 
remaining renal parenchyma showed evidence of 
chronic ascendant nephritis. 

Endometriosis of the urinary tract is extremely 
rare. In reviewing the literature, the author found 
only 2 cases of endometriosis of the kidney, 2 of 
the ureter, and 75 of the bladder. 


In discussing the pathogenesis, the author re- 
jects the theories of dysgenesis or of external origin 
(implantation of endometrial tissue) and believes 
that these cases can be explained only by true 
metaplasia in which the renal tubules are trans- 
formed into endometrial tubules. 

WERNER M. Soxmrtz, M.D. 


Inguinal Endometriosis Diagnosed Preoperatively 
asIrreducible Inguinal Hernia. A. von HEtLLEns. 
Acta. chir. gyn. fenn., 1951, 40: 256. 


The patient was a woman 43 years old who had 
had pain from a node in the right inguinal region for 
12 years; the pain was periodic and was linked to the 
menstrual cycle. She was operated upon for irre- 
ducible hernia, but examination of a tissue specimen 
revealed typical endometriosis. At operation no kind 
of hernial sac or remnant of it was noted. 

Halban’s theory of metastasis seems to be the 
best explanation of the pathogenesis of inguinal 
endometriosis, although there is no absolute, definite 
proof. The endometrial tumor infiltrating the sur- 
rounding tissue and thus resembling a malignant 
tumor was removed, but at follow-up examination 
half a year later a recurrence was found in the scar 
tissue. Joun R. Wo rr, M.D. 


New Viewpoints in the Treatment of Recurrent 
Carcinoma of the Female Genitalia (Neue 
Gesichtspunkte fuer die Behandlung von Rezidiven 
bei gynaekologischen Karzinomen). R. K. Kepp. 
Wien. med. Wschr., 1952, 102: 30. 


In the author’s experience transvaginal roentgen 
irradiation for recurrent carcinoma of the cervix, 
uterus, vagina, and vulva is superior to pelvic evis- 
ceration. The over-all cure of recurrent carcinoma 
of the cervix with excision and transabdominal and 
direct irradiation is given as 10 per cent. 

The introduction of radical operation by Brun- 
schwig has improved this figure but aside from the 
mutilating effect of this procedure it carries a high 
operative mortality. During the war Kepp began to 
treat recurrent carcinoma of the female genitalia 
with high doses of roentgen rays, risking breakdown 
of the vaginal mucosa and creation of rectal and 
vesical fistulas. Fistulas do not necessarily occur in 
successful irradiation and can usually be closed. In 
cases of severe rectovesical fistulas the von Massen- 
bach operation is suggested (total colpocleisis). The 
irradiation dose varies in each case and particulars 
are given in Wien. med. Wschr., 1949, p. 551, and 
1951, p. 201. The cosmetic effect is usually far supe- 
rior to that of the Brunschwig operation. In radiat- 
ing recurrent tumors it is of importance to direct the 
beam exactly to the tumor. A recurrence accord- 
ing to the author is a tumor growth appearing 6 
months after successful operation or irradiation. 
Fistulas rarely occur following the irradiation of 
primary tumors. In the absence of the uterus they 
are more frequent. 

Of 1,499 patients with malignant tumors of the 
female genitalia, 296 had recurrences. Roughly, two- 

















thirds of the tumors were carcinomas of the cervix, 
with 21 per cent recurrence; 65 per cent recurred 
within the first year, and 20 per cent within the sec- 
ond. No statistical relation was evident between the 
nature of the tumor, the form of primary treatment, 
and the incidence of recurrence. Eighty-five per cent 
of the recurrences were local; these included spread 
to the regional lymph nodes. The over-all cure with 
irradiation of these local recurrences was 22 per cent. 
This figure was 33.3 per cent in cases of carcinoma of 
the cervix when the primary treatment had been 
surgical excision. 

The figures for successful irradiation of locally re- 
current carcinoma of the vagina are 23.5 per cent, of 
carcinoma of the vulva 7.2 per cent, and of malignant 
tumors of the ovary 18.7 per cent. The author be- 
lieves that these figures compare favorably with 
those obtained by radical pelvic exenteration. 

Kurt BentrscukE, M.D. 


The Surgery of Advanced Pelvic Cancer in Women. 
Howarp ULFELDER and Jor V. Meics. N. England 
J. M., 1952, 246: 243. 

The authors review a series of 46 patients. All 
patients were suffering from advanced pelvic malig- 
nancy. Block resection of the tumor with the pelvic 
lymphatics and lymph nodes was done if a cure 
seemed possible, but whenever this goal was com- 
patible with preservation of the intestine or urinary 
tract a less than total extirpation was done. 

In 8 cases the bowel was resected but the urinary 
tract was spared. Although the bladder and lower 
ureters were completely dissected off the supporting 
structures, a fistula developed in only one case. 
There were no deaths. The authors believe such a 
procedure may cure the disease when the tumor is 
primary in the rectum, the posterior vagina, or the 
pouch of Douglas. 

The bowel was spared in 11 women. Transplanta- 
tion of both ureters into the colon was accomplished 
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in 8 instances. Of the remaining 3, a nonfunctioning 
right ureter in 2 patients was once ligated and once 
brought out to the skin, and bilateral ureteroenter- 
ostomy was done in the third patient. Saving the 
bowel, however, in pelvic carcinoma, especially cer- 
vical carcinoma, is uniformly inadequate since every 
patient is now dead, except one, and she has recurrent 
disease. 

Removal of all pelvic viscera with diversion of the 
fecal and urinary drainage was done 27 times. With 
more expeditious technique and more intelligent 
postoperative care, better results than formerly are 
being obtained. In those cases in which adequate 
excision from above was possible, the perineal stage 
of the operation was omitted. In one case anesthesia 
was maintained by a technique of controlled hypo- 
tension and the authors plan to utilize this more in 
the future. 

There were 6 deaths—2 from operative shock, 2 
from infection developing in the wake of technical 
errors, and 2 from improper functioning of uretero- 
enterostomies, with associated infection and renal 
failure. 

Thrombosis of superficial or deep veins of the leg 
has been the only vascular complication; there has 
been no pulmonary embolism. Obstruction of the 
small bowel has occurred twice, long after operation 
and only in association with widespread recurrence 
of cancer. 

The authors state that the mortality following re- 
moval of all pelvic organs can be kept below ro per 
cent if a perineal stage of the operation is avoided in 
selected cases. The major problem is with the uri- 
nary tract. On the other hand, despite the decrease 
in mortality and morbidity, there is no justification 
for a change in the indications of surgery of this 
magnitude. It should still be limited to patients who 
have less than a 5 per cent chance of cure by more 
widely accepted methods. 

WarRrEN R. Lanc, M.D. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


The Diagnosis and Management of Ectopic Preg- 
nancy. RosBert M. CAMPBELL. Am. J. Obst., 1952, 
63: 54. 

This study demonstrated that, for the most part, 
ectopic pregnancies have been well handled. The 
low mortality and morbidity figures bear this out. 
In spite of the apparent lack of complications fol- 
lowing incidental surgery, it is probably still a wise 
procedure to limit one’s surgery to the actual con- 
dition of the ectopic pregnancy, especially when 
there is free blood in the peritoneal cavity. What one 
does with the free intraperitoneal blood may be of 
little consequence. It is known that the peritoneal 
surface has a great power of reabsorption of foreign 
protein substances. However, too great value should 
not be placed on the utilization by the body of this 
free blood, for if the patient is in shock she needs 
blood in the circulating system, and with its ready 
availability whole blood should be freely adminis- 
tered intravenously. 

Excessively long preoperative delay should be 
eliminated, both as a medical and economic consid- 
eration of the patient’s welfare. However, obtaining 
a correct preoperative diagnosis or differential diag- 
nosis should be a much sought after goal. The use of 
needling of the cul-de-sac, colpotomy, or culdoscopy, 
in well trained hands, should be included more fre- 
quently in the diagnostic armamentarium. 

An acceptable program for dealing with the pa- 
tient suspected of harboring an ectopic pregnancy 
should include admitting the patient to the hospital 
where her activities can be closely supervised and her 
general condition closely watched. As the impor- 
tance of blood transfusion has been emphasized, its 
use or ready availability must be a constant consid- 
eration. 

A routine history and physical examination (in- 
cluding a pelvic examination) will, if complete, 
usually give helpful evidence toward drawing the 
proper conclusions. Laboratory procedures should 
include examination of a catheterized urine speci- 
men, a complete blood count, and the starting of a 
biological pregnancy test. A patient with a sus- 
pected ectopic pregnancy must be under constant 
observation, and repeated hemoglobin, blood pres- 
sure, and pulse determinations along with repeat 
pelvic examinations will often give warning of im- 
pending disaster. If, after all these measures are 
carried out, one is still in doubt as to the diagnosis, 
examination under anesthesia, dilatation and cu- 
rettage, and exploration of the cul-de-sac should be 
considered. If such procedures are carried out be- 
fore laparotomy there will undoubtedly be a decline 
in the rate of mistaken preoperative diagnosis and a 
pushing forward of the time at which the correct diag- 
nosis is established. Similarly, one would expect to 


see the incidence of ectopic pregnancy increase some- 
what as his diagnostic ability becomes more astute. 
The statistics presented in this review re-empha- 
size the consideration that must always be kept in 
mind: “Is this an ectopic pregnancy?”’. 
CHARLES Baron, M.D. 


Roentgenography in the Hemoperitoneums of 
Tubal Pregnancy (La radiographie dans les hémo- 
péritoines de la grossesse tubaire). HENRI Monpor, 
PIERRE PORCHER, CLAUDE OLIVIER, and GasTon- 
CLAUDE Simon. Presse méd., 1951, 59: 1717. 


Twenty-seven women with peritoneal floodings of 
slight or moderate amounts of blood from tubal 
pregnancies are included in this study. There were 
16 patients with very little clinical symptomatology, 
9 patients with symptoms which were not alarming 
but which were easily diagnosed clinically, and 2 
patients with prominent symptoms of intraperi- 
toneal hemorrhage. 

In every instance 5 projections were requested 
from the roentgenologist. The first view requested 
was an anteroposterior projection with the patient 
standing upright; the second, the same projection, 
but with the patient in dorsal decubitus; the third 
was the same projection with the patient in right- 
sided lateral decubitus; the fourth was under the 
same conditions, but with the patient in left lateral 
decubitus; the fifth and final view was in laterolateral 
projection with the patient in dorsal decubitus posi- 
tion. 

The four signs sought are: firstly, the pelvic 
opacity, secondly, the other abdominal opacities, 
thirdly, the intestinal signs, and fourthly the fluid 
level following artificial pneumoperitoneum. 

The sign of the pelvic opacity is fairly reliable. 
It consists of increased shadow density which is less 
sharply delimited than the shadow of the uterus, or 
of a tumor. It is, as a rule, asymmetrical (coagu- 
lations) and more pronounced on one side than the 
other. This asymmetry does not, however, afford 
any clue as to the tube involved. Exception to this 
rule would be an instance in which large quantities 
of blood are still within the tube itself (hemato- 
salpinx). At times this shadow assumes the half- 
moon appearance, which has been described by 
Mucchi and Pellegrini (fluid blood). 

The abdominal shadows are more apt to be pro- 
duced by fluid blood. Of particular value is the fluid 
blood collecting in the two flanks with the woman 
in dorsal decubitus. Normally the layers of the ab- 
dominal wall at this level, from without inwards on 
the roentgenogram, consist of the skin and sub- 
cutaneous fat, then the muscular layer, and finally 
the subperitoneal fat (Laurell) whose inner border 
is the peritoneum itself, indented normally by the 
colon. Here even small amounts of blood (200 to 
300 ¢.c.) will push the colon medially and form a 
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heavy, liverlike darkening, frequently acting as a 
prolongation of the pelvic shadow. 

The intestinal signs are produced by the deposits 
of fibrin of the blood on the surfaces of the intestine, 
large and small, by the interference of these deposits 
with the normal peristaltic activity of these organs 
and the consequent meteorism, by the displacements 
undergone by these distended loops, by the move- 
ments of the fluid blood as above described, and by 
the tendency of these loops to “float up”? on masses 
of fluid blood such as those which accumulate in 
the corresponding flank with the patient in lateral 
decubitus. 

The fluid level signs under artificial pneumoperi- 
toneum are of two kinds. The first is that observed 
with the head of the examination table elevated to 
45 degrees. Here, after the injection of 250 to 300 
c.c. of air into the peritoneal cavity, is observed a 
horizontal line of varying intensity, separating the 
gas in the cupula of the diaphragm above from the 
level of the blood surface beneath. The other con- 
sists of fluid level lines in the region of the upper 
abdomen with the patient in lateral decubitus and 
the other circumstances as above described. This 
procedure has now been carried out in 3 instances. 
In one of these patients the hemorrhage had oc- 
curred more than 8 days previously, and at operation 
less than 500 c.c. of blood were uncovered. In an- 
other, after 15 days of intermittent bleeding, the 
fluid level enabled the exclusion of the tentative 
diagnosis of threatened abortion. At operation, less 
than 200 c.c. of blood were uncovered. These studies 
are still being carried forward. 

This graphic demonstration of the patient’s state 
will frequently convince the patient herself and her 
relatives, and thus permit of getting permission for 
the operation much sooner than by any other 
means. Joun W. BRENNAN, M.D. 


A Clinical Report on the Toxemias of Pregnancy. 
M. HENDELMAN and N. W. Puitport. Am. J. Obst., 
1952, 63: 72. 

A clinical analysis of 157 cases of various types of 
toxemia observed in a 3-year period is presented; the 
classification, incidence, treatment, and features of 
each type are given. 

The incidence of eclampsia is decreasing consis- 
tently and the present one of 0.15 per cent is perhaps 
an index of the adequacy of the antepartum care in 
the Montreal area. 

Mild pre-eclampsia comprises about 60 per cent 
of the cases and requires constant and vigilant super- 
vision. This is necessary not so much because of its 
dangers to the mother and child but because of the 
inherent possibility of its progression to severe pre- 
eclampsia or eclampsia, if missed or mismanaged. 

_ Severe pre-eclampsia has a corrected fetal mortal- 

ity of 33 per cent in this series. Moreover, prolong- 

ing treatment beyond 2 or 3 weeks in an attempt to 
obtain greater maturity in a patient who does not 
show dramatic improvement does not seem to in- 
crease fetal salvage but only increases maternal in- 


jury. If no immediate improvement is forthcoming 
in this group, termination of pregnancy is practiced 
in 24 to 48 hours. 

The syndrome of hypertension if there are no 
organic prepregnant vascular or renal changes, or if 
toxemia is not superimposed during pregnancy, does 
not seem to be aggravated by pregnancy. The 
effect on the fetus in such cases is mild. 

However, if a patient with hypertensive vasculo- 
renal disease, as manifested by ocular, renal, or 
heart disturbances, does become pregnant, she 
should have a therapeutic abortion. If toxemia de- 
velops (as it does in about one-fourth to one-third of 
the cases) the patient should not be allowed to re- 
main at home but should be kept in a hospital. If 
her condition does not improve, termination of the 
pregnancy within 3 weeks seems imperative to 
minimize maternal damage. Fifty per cent of the 
patients showed residual aggravation of the pre- 
pregnant condition. 

One fatality occurred in this series of toxemia, an 
incidence of 0.53 per cent. This death might have 
been prevented if the patient had been kept in the 
hospital and termination of the pregnancy had been 
done earlier. CHARLES Baron, M.D. 


Retinal Changes in the Toxemias of Pregnancy. 
RoBert LANDESMAN, GORDON DovucGLas, and 
Stuart S. SNyDER. Am. J. Obst., 1952, 63: 16. 


This article is a continuation of a previous one 
concerning the retinal changes in pre-eclampsia and 
eclampsia. The authors discuss mild and severe 
hypertension, renal disease, and diabetes. They had 
previously noted that in the pre-eclamptic and 
eclamptic patients the retinal changes were likely 
to be transient and usually disappeared in 6 weeks 
postpartum. In contrast, the retinal changes in the 
group of patients with toxemia during pregnancy 
were permanent in nature and further advanced 
since the disease had been of longer standing. 

Retinal changes were considered to be of definite 
use in evaluating patients with hypertensive disease 
in early pregnancy for possible interruption of the 
pregnancy. It was also demonstrated that patients 
with Grade III and IV retinal changes had a defi- 
nitely higher fetal loss than those with early changes. 
The authors believed that diabetic retinitis is almost 
always progressive during pregnancy and may repre- 
sent an actual threat to the mother’s eyesight, par- 
ticularly if the disease involves the macular area. 
Frequent examinations of the eyegrounds are essen- 
tial in these patients as they will often give a clue as 
to when the pregnancies should be interrupted. 

James F. DonnELLY, M.D. 


Placenta Previa (Placenta prévia). 
Costa BARROS. 


293, 357- 


This is the second part of a general article con- 
cerned with obstetrical hemorrhages. 

Since 1931 there have been admitted to the ob- 
stetrical clinic in Coimbra, Portugal, 242 cases of 
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placenta previa. These comprised 2.5 per cent of the 
entire material during this period. Six of the pa- 
tients, however, left the service before labor set in; 
they are not further considered in this study. Of the 
remaining 236 patients, only 31 (13%) were resident 
antepartum in the clinic; the others (87%) were al- 
ready in labor when admitted and many were in a 
serious condition when they arrived. In the entire 
group of 236 patients, the maternal mortality was 
5-9 per cent and the infant mortality was 58.4 per 
cent. However, when only those infants who weighed 
more than 1,800 gm. and who were viable when ad- 
mitted are considered, the infant mortality drops to 
23.4 per cent. 

All obstetricians are in accord in stating that it is 
impossible to treat placenta previa outside of a well 
equipped hospital. The general practitioner should 
insist on hospitalization of patients who are bleeding 
during pregnancy and should abstain from vaginal 
examination. The first bleedings are never serious; 
a snug perineal dressing should be applied, morphine 
or beta-glycerophosphate of sodium should be ad- 
ministered, and the patient should be transported to 
the hospital in an ambulance. 

In the cases in which labor has started and the 
bleeding is profuse, especially if the distance to the 
hospital is considerable, the author believes that the 
local physician should apply a vaginal tampon which 
has been treated with penicillin and the sulfona- 
mides. The tampon should be snugly applied and 
should be held in place by a tight perineal dressing. 
If the fetus is already dead and the cervix is dilated, 
a simple rupture of the membrane may be sufficient 
to control the hemorrhage, or, if not, the Willett 
tractor may be applied to the oncoming head, or a 
foot may be brought down if the first method is not 
practicable. 

At the hospital sufficient blood should be trans- 
fused into the patient to normalize the blood pres- 
sure and the hemoglobin values. The interrogation 
of the patient and relatives, and the external exami- 
nation of the patient will have to do until the con- 
dition of the patient improves. Under no circum- 
stance should a vaginal examination be made until 
everything is ready for surgical intervention. Even 
then the vaginal examination should be made with 
extreme care not to dislodge coagula or further sepa- 
rate the placenta. If the patient is not in labor, 
vaginal examination is delayed until the moment of 
intervention. 

When possible—and it will usually be possible— 
the delivery of the child should be delayed until after 
8.5 months of pregnancy. However, if the pregnancy 
is near term it is preferable to initiate labor while 
the general condition of the mother and child is good. 
Of course, if the placenta previa is central and com- 
plete, cesarean section is indicated. When, however, 
the placenta is not so located as to interfere with 
access to the membranes and when the cervix is 
permeable, the author prefers, if practicable, to rup- 
ture the membranes, taking care to lacerate them 
extensively, and then apply the traction method of 


Willett (the case must be one of vertex presentation) 
until the head is on the perineum. The forceps may 
then be removed from its hold on the child’s scalp 
and further progress of the labor left to the forces of 
nature. This traction method of Willett may also be 
used to gain time to prepare for an abdominal opera- 
tion, or it may be possible that the vagina will have 
to be packed temporarily. 

Presentations of the shoulder or face, or forehead, 
and transverse presentations of a dead child will per- 
haps be treated best by version and extraction. With 
a living child the obstetrician will always strive for a 
cesarean section because version and extraction is 
fraught with great danger for the child. 

The process of extrusion of the afterbirth should 
be closely supervised; if bleeding starts the fundus of 
the uterus is massaged. If the hemorrhage does not 
stop an attempt is made to express the placenta, and 
it is only after all else has failed that manual re- 
moval of the afterbirth is resorted to. After it is re- 
moved oxytocics will be administered. It is only 
rarely that it is necessary to pack the uterine cav- 
ity or to do a hysterectomy. However, removal of 
the uterus may be required in placenta accreta and 
in instances of rupture of the inferior segment. 

Joun W. BRENNAN, M.D. 


Primary Hepatic Cancer in Pregnancy (Cancro 
primitivo del fegato in gravidanza). FRANCO PAnint. 
Arch. ostet. gin., 1951, 56: 217. 


The patient was a 42 year old woman who had 
had 5 spontaneous deliveries of normal, living chil- 
dren. There had been two abortions. When ad- 
mitted to the hospital she was 9 months pregnant. 
The pregnancy had begun rather quietly with fetal 
movements perceptible at the end of 4% months. 
About 2 months prior to admission there developed 
rather intense abdominal pains, localized mainly 
in the right epigastric region, and in that area the 
patient had noted swelling and tenderness to palpa- 
tion. The swelling was firm in consistency. During 
the past 2 months the patient had lost weight, was 
anemic, weak, and was suffering from anorexia 
which at times developed into attacks of vomiting. 
For the past 2 days she had appeared slightly 
jaundiced. 

Examination disclosed a liver three fingerbreadths 
beneath the costal border, firm, smooth, and tender 
to pressure. The patient was apparently 9 months’ 
pregnant. A cesarean section was done. Following 
the cesarean operation a subtotal hysterectomy was 
performed. The patient died 5 hours later. At 
autopsy, no definite pathologic condition other than 
that in the liver could be found. This organ weighed 
3,000 gm. The surface was smooth, of uniformly in- 
creased consistency, and grayish in color. On cut 
surface the normal pattern of liver tissue was no 
longer appreciable. There were areas of confused 
structure, of yellowish color, and varying dimen- 
sions scattered diffusely on the surface. 

Histologic examination disclosed, in these yellow- 
ish areas, absence of architectural pattern of the 
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cells. The normal design of the liver parenchyma 
appeared to be replaced by solid cords of cells 
of alveolar nature or of trabecular structure, the 
trabeculae surrounded by delicate capillaries and 
collagen fibrils. These trabeculae were of various 
sizes, at times delicate, at other times bulky, with 
cavitations or spaces (with indistinct limits) which 
contained a brownish-greenish substance having the 
characteristics of bile pigment. The whole picture 
was polymorphic. The dimensions of the cells 
varied; some seemed smaller than the normal liver 
cells; most of them were much larger. The cellular 
protoplasm was at times abundant, at times sparce, 
and always more or less eosinophilic. 

The nuclei of these cells were more or less poly- 
morphic. The nuclei were generally single, oval or 
elongated, and hyperchromic. Mitoses were not 
particularly plentiful but, when present, always 
manifested extreme atypia. A diagnosis of hepato- 
cellular carcinoma was made. 

The matter of greatest interest is the possibility 
of some relationship between the pregnancy and 
the origin and pathogenesis of the hepatic tumor. 
The diffuse development of the hepatic neoplasm 
and the absence of evidence of metastasis is in 
contrast with the usual form of evolution of ma- 
lignant tumor which is primary in the liver. In 
these latter newgrowths, metastasis is habitually 
early and extensive. Of course, this is rather scant 
evidence on which to base a postulation that preg- 
nancy had either an inhibitory or augmentative 
effect on the development of the tumor. The 
particular point of interest in the observation, 
therefore, lies in the rarity of primary malignant 
tumor of the liver in general, and its concomitance 
here with pregnancy; 1.e., it is odd that this tumor 
should develop during the childbearing period of 
the life of the woman. 

JouHN W. BRENNAN, M.D. 


Habitual Abortion. P. M. F. Bisnop and N. A. 
Ricuarps. Brit. M.J., 1952, 2: 244. 


A series of 45 patients with a history of habitual 
abortion was previously reported and to this group 
the authors add another 40. The patients were 
treated by the implantation of progesterone pellets, 
six 25 mgm. pellets being introduced into the deep 
fascia of the thigh. The results seemed extremely 
good, confirming those previously noted. The inci- 
dence of cure was definitely higher than that of 
“spontaneous” cure. James F, DonnELty, M.D. 


Trends in Therapeutic Abortion. A Review of 137 
Cases. J. G. Moore and J. H. RANDALL. Am. J. 
Obst., 1952, 63: 28. 

This is a study of 137 therapeutic abortions per- 
formed at the University of Iowa Hospital between 
the years 1926 and 1950. Examination of the in- 
dications reveals the same distribution as reported 
from other hospitals, toxemia leading, with tubercu- 
losis, heart disease, neuropsychiatric disease, urologic 
disease, and other conditions following in given order. 


A wide variety of procedures were used. There were 
7 fatalities, only 1 of which could be ascribed to 
the operation. The remaining 6 were attributable to 
the conditions accompanying the pregnancies. 
James F. DonneELLy, M.D. 


LABOR AND ITS COMPLICATIONS 


Vasa Previa. W. Epwarp Torrey, Jr. Am. J. Obst., 
1952, 63: 146. 

The condition known as vasa previa is discussed 
as to its definition, incidence, etiology, diagnosis, 
prognosis, and treatment. As complete a review of 
the literature on the subject as possible was made 
with regard to these six points. The suggestion is 
made that the condition might more accurately be 
subdivided into two types: vasa previa and abrup- 
tion of the umbilical vessels. A diagnostic test is 
suggested as a possible aid in increasing the fetal 
salvage rate. Two cases are presented as a further 
contribution to the literature on this unusual and 
tragic obstetrical accident. 

Few obstetrical conditions carry so much risk for 
the baby and so little for the mother. All treatment 
measures must of necessity be directed toward 
saving the life of the fetus for at no time is the 
mother’s life endangered. Once the diagnosis is made 
by palpation of the pulsating vessel in the cervix, 
the only treatment is prompt delivery of the infant 
by the most available method. This is really a sum- 
mation of all that one can gather by a review of the 
literature. Spontaneous deliveries account for most 
of the cases, but 1 infant was delivered by vaginal 
cesarean section, and others were delivered by ab- 
dominal cesarean section, high forceps or low for- 
ceps delivery, version and extraction, and by spon- 
taneous and induced labors. There is apparently no 
choice and the most available method of delivery 
has been that utilized. There is no doubt that once 
abruption of the umbilical vessels has occurred the 
infant must be delivered as rapidly as possible. He 
cannot tolerate even a small blood loss in the pres- 
ence of his normal mild intrauterine hypoxia. If the 
cervix is fully dilated and the fetus can be delivered 
from below that is the method of choice. Whether 
this be done by forceps application or version and 
extraction would depend on whether the other pre- 
requisites for these methods of delivery exist. If the 
cervix is not fully dilated and labor has not pro- 
gressed to a point that safe vaginal delivery can be 
achieved, cesarean section should be done so long 
as fetal heart tones can be heard. A cesarean section 
would not be justified in the absence of fetal heart 
tones or when the blood loss has been heavy and the 
heart tones are fading. 

The prognosis for the mother is excellent. There 
has been no recorded case of maternal death. Nor, 
indeed, should there be since the blood loss is all 
fetal in origin. However, the outlook for the infant 
is very grave. The fetal death rate is reported to be 
58 per cent. If the fetus lives it is generally because 
the vasa previa is not converted into an abruption 
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of the umbilical vessels. When fetal hemorrhage 
occurs the prognosis is universally poor. In 43 
cases in which the vessels ruptured prior to delivery 
only ro infants lived, which made a mortality rate 
of 73 per cent. If the mortality rate is corrected for 
single births only, the rate climbs to 79.4 per cent. 
The prognosis is worse in single pregnancies than in 
instances of twin births, in which one of the in- 
fants usually escapes unharmed. 
CHARLES Baron, M.D. 


Present Status of Midforceps Operations. ArTHUR 
WEINBERG. Am. J. Surg., 1952, 83: 143. 


A comprehensive study of midforceps operations 
is presented. Because of the lack of uniformity and 
the diversity of opinions on the definition of a type 
of forceps operation, the author lists the following: 

1. Floating forceps: the most dependent part of 
the fetus lies above the inlet. 

2. High forceps: the presenting part of the fetus 
lies between the inlet and spines. 

3. Mid-forceps: the presenting part lies between 
the planes of the ischial spines and ischial tuberosi- 
ties. 

4. Low forceps: the presenting part lies below the 
ischial tuberosities. 

5. Outlet forceps: the presenting part is easily 
visible as is distending perineum and vulva. 

The biparietal diameter is not satisfactory as a 
fetal point of reference, as the operator generally 
thinks in terms of the station of the most dependent 
portion of the presenting part. Excluding a caput 
succedaneum, this method of determining the de- 
scent of the fetal head is recommended. 

Inlet dystocia is more readily recognized both 
clinically and roentgenographically, and _ early 
enough for abdominal delivery. Outlet dystocia 
alone is rare because the outlet is almost always 
more ample than the midpelvis. Hemorrhage, 
anesthesia, and infection are not the problems they 
used to be. Thus, the chief problem now is mid- 
pelvic arrest. Seventy per cent of the midforceps 
operations (total number, 1,150) were in primiparas. 
Indications for such an obstetrical procedure were 
arrest (92.1%) and distress (0.8%) on the maternal 
side, fetal distress (1.8%), and no indication (5.2%). 
Arrest means lack of progress in either descent or 
rotation. If membranes are ruptured and contrac- 
tions good, progress is expected within 2 hours. 
Progress in descent is more common than in rota- 
tion. Factors contributing toward arrest included, 
as the greatest offenders, malposition, poor contrac- 
tions, lack of voluntary effort, and persistent mal- 
position. The author describes in detail each in- 
dividual indication, the forceps procedure used, type 
of forceps, and morbidity and mortality. The ma- 
ternal mortality was o per cent and the fetal mor- 
tality o.8 per cent. The good results are ascribed to 
pelvioradiography (either before or during labor). 
The major indication for forceps operation in all 
cases described in this series was malposition 


(40.8%). 


A plea is made for the retention of well controlled 
midforceps operations rather than almost complete 
replacement of this procedure by cesarean section, 

Jack W. Tuompson, M.D. 


Cesarean Section Death. Cuar es A. GorDON. Am.J, 
Obst., 1952, 63: 284. 

Two hundred and fifty-three deaths associated 
with cesarean section occurred in Brooklyn in the 
period from 1937 through 1950. Death may be due 
to the operation itself or to the conditions and cir- 
cumstances which surround the procedure. It is 
not always possible to isolate the cause of death, 
yet in a large number of cases the cause was obvious 
enough. 

Infection (69 cases) proved to be the principal 
cause of death. It followed all types of cesarean 
sections: classical, biocervical, extraperitoneal, and 
those associated with hysterectomy. Although in 
many cases the section followed prolonged labor, 
death from infection occurred even when there was 
no labor and the membranes were intact. Twenty- 
four deaths were due to embolism. 

Anesthesia accounted for 48 deaths. Inhalation 
— and spinal anesthesia were equally at 
ault. 

Hemorrhage was fatal in 34 cases and traumatic 
shock in 7. Fatal hemorrhage on the operating table 
occurred 6 times. 

Cardiac disease, eclampsia and pre-eclampsia, 
transfusion reactions, and in some instances unde- 
termined causes accounted for the remainder of the 
tragedies. 

Cesarean section is a calculated risk. Every 
modification of the operative technique has been 
designed to reduce the mortality from infection. 
Although prophylactic antibiotics and the use of a 
sufficient dosage of the proper one in combating 
infection is important, good surgical and obstetrical 
judgment and technique appear to be of greater im- 
portance. Hemorrhage and anesthesia appear to be 
important factors. This fact must be more widely 
appreciated. No greater contribution to the safety 
of this operation could be made by the hospital than 
organization of a well staffed department of anes- 
thesiology and its integration with the department 
of obstetrics. Joun R. Wotrr, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


The Variations in the Coagulation Time of Hepar- 
inized Plasma Following Delivery (Les varia- 
tions du temps de coagulation de plasma _hépariné 
dans les suites de couches). J. ARGENT and J. BADIN. 
Gyn. obst., Par., 1951, 60: 456. 

One of the authors (Argent) showed in another 
article abstracted in this volume that the prothrom- 
bin level is considerably elevated during the puer- 
perium, whereas the coagulation of the plasma 
(Howell’s time) is little changed. 

In the present article the resistance of recalcified 
oxalated plasma to heparin was determined with the 
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intent to evaluate the role of the platelets in the 
postpartum hypercoagulability. 

The test was performed in a series of 27 patients 
on the third, sixth, and ninth postpartum days. 

The resistance to heparin turned out to be so vari- 
able in the individual cases that no conclusion could 
be drawn as to the physiologic role of the factors 
contributing to the hypercoagulability. 

No relation was found between this test and the 
time of Howell or the sedimentation rate. Further- 
more, the resistance to heparin was found to be rela- 
tively independent of the prothrombin time; how- 
ever, it was definitely increased when the prothrom- 
bin time was very much shortened. 

WERNER M. Sormitz, M.D. 


The Level of Prothrombinemia and the Thrombo- 
plastic Factors Following Delivery (Evolution de 
la prothrombinémie et des facteurs thromboplas- 
tiques dans les suites des couches). E. LEvy-SoLat 
and J. ARGENT. Gyn. obst., Par., 1951, 50: 448. 


It is a well known fact that during the puerperal 
period the blood is hypercoagulable, and it has been 
assumed that this hypercoagulability is one of the 
factors responsible for thrombosis during this time. 

In the present article the authors report on studies 
to determine on what day of the puerperium the pro- 
thrombin level and the activity of thromboplastic 
factors (Howell’s time) were the highest. 

In a series of 30 women the prothrombin level and 
Howell’s time were taken on the third, sixth, and 
ninth days after delivery. Diluted recalcified oxa- 
late plasma was used for the tests. 

The studies showed that the peak of hypercoagu- 
lability was reached around the sixth day. In 2 
women who had been delivered under chloroform 
anesthesia the prothrombin level was considerably 
lowered during the first few postpartum days. In 
another patient who developed a phlebitis on the 
eleventh day the prothrombin level was abnormally 
elevated already on the third day of the puerperium, 
whereas the activity of the thromboplastic factors 
was not unusually high. 

On the whole, the blood does not show appreciable 
hypercoagulability on the ninth day. As most cases 
of thrombosis occur after this time, the authors con- 
clude that the physiologic postpartum hypercoagu- 
lability does not play an important role in the patho- 
genesis of puerperal thrombophlebitis. 

WERNER M. Sormitz, M.D. 


NEWBORN 
Asphyxia of the Newborn (La asfixia del recien nacido). 


Tut1o Monroy P. Rev. obst. gin., Caracas, 1951, 
II: 405. 


The present lecture was prepared for use in the 
postgraduate study of obstetrics by the staff of 
the maternity hospital, ‘“‘Concepcién Palacios,” 
Caracas, Argentina. 

In the production of manifestations of asphyxia in 
the newborn, the functions disturbed are not the 


same as in the adult; therefore, such manipulations 
for resuscitation of the asphytic infant as are based 
on the treatment of adult asphyxias are without 
logical basis. In fact, practically all of the older 
methods (of Schultze, Sylvester, Marshall-Hall, 
Moreau, and others) have been abandoned. 

The best treatment for this condition, as indeed 
for most diseases, is prophylactic. Here at once 
arises the question of the use of anesthetic and seda- 
tive preparations for the relief of pain in the mother. 
Ether is dangerous to the child; chloroform is 
dangerous to the mother. The practice of keeping 
the patient under deep general anesthesia while 
awaiting the arrival of the obstetrician must of 
course be condemned. The barbiturates are all 
known for their depressant effects (frequently pro- 
longed for days) on the respiratory center of the 
infant. 

Of the gaseous anesthetics, nitrous oxide, ethylene, 
and cyclopropane may be used for considerable 
periods without appreciably affecting the fetal 
respiration. Nitrous oxide possesses less power of 
anesthesia; ethylene is more powerful as an anes- 
thetic but, unfortunately, is also quite depressing 
to the fetal respiratory center; cyclopropane is even 
more depressing. Trilene (trichlorethylene) produces 
an excellent analgesia and is quite innocuous for 
the mother; moreover, no prejudicial effects have 
been noted with reference to the child. This prep- 
aration may prove to be ideal as an analgesic in ob- 
stetrics. 

The author seems to be enthusiastic about the 
Kreiselmann resuscitator. He includes a sketch of 
the apparatus and a full description of its construc- 
tion and manipulation. The newborn asphyctic 
child is kept warm, is supplied with oxygen or 
carbon dioxide gas, or mixtures of both, as the case 
may be, provision is made for forced artificial 
respiration, and oxygen or carbon dioxide gas may 
then be given continuously for as long as may be 
desired. Of course, the stomach must be watched in 
these asphyctic newborn infants and the careful 
emptying of the asphytically born infant is stressed, 
as well as the maintenance of the continuous drain- 
age during the period of administration of oxygen 
(Holt). The author mentions, but does not stress, 
the intragastric administration of oxygen according 
to Akerren and Furstenberg. 

Joun W. BRENNAN, M.D. 


MISCELLANEOUS 


The Placental Circulation, Maternal and Fetal. 
A. A. Earn and D. Nicnotson. Am J. Obst., 1952, 
63: 1. 

Two pregnant patients who died were subjected 
to autopsy after the uterus and its contents had been 
removed intact. By perfusion of the uterine vessels, 
the blood remaining in the uteroplacental circula- 
tion was removed. The specimens were then in- 
jected with colored latex and the circulation was 
studied. 
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The findings confirmed the fact that there is com- 
plete separation of the fetal and maternal circula- 
tions from one another. The placental circulation, 
as described by Spanner, was likewise confirmed. 

James F. Donne ty, M.D. 


Pathogenetic Considerations with Reference to 
Puerperal Thrombophlebitis of the Upper Ex- 
tremity (Considerazioni patogenetiche sulla trom- 
boflebite puerperale degli arti superiori). CLEMENTE 
PuLLE. Minerva gin., Tor., 1951, 3: 664. 

A 36-year old primipara delivered spontaneously, 
and the birth was followed by an irregular subfebrile 
temperature which was treated with 50,000 O.U. of 
penicillin every 5 hrs. On the eighth postpartum 
day the temperature shot up to 38.5° C. with chills 
and a rapid pulse. The left arm became painful and 
swollen. The arm was immobilized, elevated, and 
firmly dressed, and 50,000 O.U. of penicillin were 
given every 3 hours. Dicumarol was also adminis- 
tered. Ten days later the condition of the extremity 
began to improve. The patient was discharged com- 
pletely well on the fortieth postpartum day. 

This is believed to be the nineteenth instance of 
puerperal thrombophlebitis of the upper extremity 
reported in the literature, and the sixth case of iso- 
lated involvement of an upper extremity. The path- 
ogenesis of the condition is hypothesized by the 
author as follows: 

The sympathetic nervous system produced a local 
spasm with ischemia of sufficient intensity and dura- 
tion to result in disintegration of the cellular ele- 
ments, perhaps of the adventitia. This disintegra- 
tion resulted in the liberation of toxic substances 
(substance H or histaminelike). These toxic sub- 
stances produced an injury of the intima of sufficient 


seriousness to result in thrombosis. This thrombosis 
was perhaps favored by the modified pregnancy 
blood with its increased coagulability. 

The author does not accept the allergic theory of 
thrombophlebitis as promulgated by Dietrich and 
his school. It is hard to imagine the sensitized tissue 
of allergy being so strictly limited to this one spot in 
the left upper extremity. A process so bizarre as the 
one here reported with reversible course and rela- 
tively short duration would fit in with the metameric 
and capricious behavior of the sympathetic nervous 
system, perhaps aided by a hormonal component. 

Joun W. BRENNAN, M.D. 


Clinical Reports of the Rotunda Hospital, the 
Coombe Lying-In Hospital, and the National 
Maternity Hospital. O’DoNEL Browne, J. K. 
FEENEY, A. P. Barry, and Others. JrishJ. M. Sc., 
1951, 6: 553, 699, 827. 

These three annual obstetrical and gynecological 
reports are most impressive in contrast to the usual 
hodgepodge of charts and statistical information 
interspersed with the reading material. These re- 
ports have been prepared so that all of the statistical 
information appears at the end of the articles. 
Particular points, such as placenta previa, premature 
separation, operative obstetrics, and maternal 
mortality, are briefly discussed, not only from the 
viewpoint of what actually happened, but in many 
cases with an outline of the policies of the institution 
and, often, even of the specific therapy. In general, 
it is very similar to reports appearing in this country, 
From the statistical viewpoint, one notable excep- 
tion is the frequency with which symphysiotomy is 
performed and the warmth with which it is advo- 
cated. James F. Donne tty, M.D. 
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The Mesangium of the Glomerular Tuft; Its Re- 
action in Acute Glomerulonephritis and Hy- 
pertensive Nephritis (Le mesangium du floculus 
glomérulaire. Ses reactions dans la gloméruloné- 
phrite aigué et les néphrites hypertensives). N. 
GOoRMAGHTIGH. J. urol. méd., Par., 1951, 57: 569. 


The glomerular tuft has been generally considered 
as a capillary system, but the author does not agree 
with this idea. The blood channels of the flocculus 
are not anastomosed between the afferent and effer- 
ent arterioles, as Vimtrup suggested. The author 
proposed, by a method of injection of the glomeru- 
lus, to demonstrate that the appearance of the glo- 
merulus did not support this idea. By his method of 
injection the glomerular flocculus is represented as a 
vascular spindle that is not fixed at the two poles, 
the afferent and the efferent arterioles, respectively. 

As Zimmerman demonstrated, in reality the loops 
of the tuft are supported by hyaline plates containing 
small cells which are poor in cytoplasm. The plates 
support the loops of the glomerular tuft with plasma 
in a manner similar to that by which the mesointes- 
tine supports the intestine. This constitutes the 
glomerular mesangium, the thin membrane that 
helps to support the capillary loops in the renal 
glomerulus. 

Figure 1 represents the author’s conception of the 
relationship between the loops and the plates of the 
mesangium. The loop is curled around the mesan- 
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gium and part of the wall acts as a filtrating mem- 
brane. The internal surface of the latter is covered 
by endothelium, and the external surface is covered 
by the epithelial cells of Bowman’s capsule. The 
filtrating surfaces are then composed of two mem- 
branes joined together, the basal one of endothelium 
and the upper one of epithelium. In the normal 
state one is not able to distinguish between the mem- 
branes, but by electromicroscopy the duality of the 
filtrating membrane is revealed. 

This study is partially based upon the examination 
of a glomerular tuft from a kidney fixed immediately 
after the death of a soldier who suffered multiple 
injuries. The sections obtained by the author’s 
special injection technique show the mesangium and 
its small nuclei. The distinction between the cells of 
the mesangium, the endothelium, and the epithelium 
is easily made. These sections clearly show the 
mesangium containing dark nuclei and the sustain- 
ing capillary loops. The existence of the mesangium 
is established by this means. After fixation of these 
cells with Bouin-Hollande solution, an area of cyto- 
plasm and fine prolongations that fit into the internal 
surface of the capillary loops or is attached to the 
filtrating membrane can be demonstrated. 

Another property was discovered in the author’s 
studies of the kidney of the ischemic rabbit; that is, 
certain cells of the mesangium acquired the same 
endocrine characteristics as those of the afibril mus- 
cular cells of the juxtaglomerular apparatus in the 
wall of the afferent arteriole. Undoubtedly, the cells 
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Fig. 1 (Goormaghtigh). Schematic drawing of the relationship of the mesangium 
and the glomerular loops in the normal state, in acute glomerulonephritis, and in 


Kimmelstiel’s disease. 
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lig. 2 (Goormaghtigh). Kidney of a young soldier who 
died of traumatic and hemorrhagic shock. The mesangium 
is considered as normal. 


of the mesangium have the same potential as the 
smooth muscle cells of the renal arterioles. From 
Goldblatt’s experiments, it would seem that the re- 
sponsible factors for the transformation of these 
afibril cells is the diminution of the oxygen tension 
and the changes in the blood pressure; therefore, it 
is thought that the muscular cells of the arteriolar 


wall and the mesangium are of the same derivation. 
It would then appear that the flocculus does not 


constitute a capillary system. It is in reality an 
arterial segment adapted to the function of filtration. 

On the subject of endocrine cells the author ad- 
vances the theory, not generally accepted, that these 
cells are sensitive to variations in the blood pressure 


Fig. 3. Photomicrograph of a glomerular tuft from the 
same kidney. The nuclei are in the dark shadows of the 
mesangium, 
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Fig. 4. Kidney of an ischemic rabbit. Transformation 
of the.two cells of the mesangium into endocrine cells. 


and oxygen tension. Influenced by these variations, 
these cells secrete a vasopressor substance that is 
utilized to regulate the glomerular circulation. 

Further study on the nature of the mesangium of 
the glomerular tuft was made by the examination of 
sections of kidneys in a series of 5 cases of acute 
glomerulonephritis. They all represented the acute 
clinical triad of arterial hypertension, hematuria, 
and oliguria. 

This study demonstrates very clearly that in acute 
glomerulonephritis the mesangium reacts by multi- 
plication and hypertrophy of the cells. These his- 
tological findings then permit the pathologist to 
make a diagnosis of acute, diffuse, glomerulonephri- 
tis, nonsuppurative in nature. 

In regard to the hypertensive nephropathies with 
anuria or oliguria and eclampsia, or those which 
accompany retroplacental hemorrhage, the reaction 
of the mesangium is variable. When it is absent, 
the juxtaglomerular apparatus is hypertrophied and 
contains granules. When it is present, the juxta- 
glomerular apparatus is nearly always altered, and 
when it is altered, the glomerular tuft resembles that 
of acute glomerulonephritis. 

In all the acute nephritides, hypertensive and 
oliguric, the author observed a hypertrophy of the 
cells of the juxtaglomerular apparatus and the cells 
of the mesangium. These cells have the appearance 
of afibril muscular cells. These cells secrete a sub- 
stance that has an effect upon the vasomotor system. 

Returning again to the experiments of Goldblatt, 
the author concludes that the cytological modifica- 
tions of the juxtaglomerular apparatus and of the 
glomerular tuft are an expression of a reaction of 
adaption in an attempt to relieve the vasospasm at 
the site of vasoconstriction, The second theory is 
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that a direct action of an unknown substance on the 
cells of the juxtaglomerular apparatus and of the 
glomerular tuft has the effect of rendering these cells 
capable of reacting as endocrine cells. 

It is in the study of the anuric hypertensive 
nephropathies that one always sees hypertrophic 
reactions of the muscular afibril cells of the juxta- 
glomerular apparatus or of their predecessors—the 
cells of the mesangium—and the modifications al- 
ways appear coincident with acute hypertension. It 
is believed that these modifications of the juxta- 
clomerular apparatus play a role in the development 
of hypertension. 

This idea is suggested by the fact that always in 
the rabbit and occasionally in man, these afibril cells 
appear to be hypertrophied in the presence of neph- 
ropathy and present the cytological appearance of 
harboring glandular activity. It is in the study of 
acute nephritis, hypertensive and oliguric, such as 
acute glomerulonephritis, eclamptic nephritis, and 
ischemic nephritis, that one is able to discover the 
role of the mesangium in the glomerular tuft. 

Conrap A. KuEenn, M.D. 


The Presence of Valvulosphincters at the Origin of 
Afferent Glomerular Arterioles in Certain 
Mammals (Sur la présence de valvulo-sphincters a 
Yorigine d’artérioles glomérulaires afférentes chez 
certains mammiféres). D. Picarp. J. urol. méd., 
Par., 1951, 57: 472. 

The author studied the circulatory system of the 
kidney in dogs, cats, and rats. He found sphincter- 
like valves and circular “pads” which function as 
sphincters in a great number, but not in all, of the 
afferent arterioles supplying the glomeruli which are 
situated close to the medulla. These arterioles origi- 
nate either from the arcuate arteries or, much more 
frequently, from lobular arterioles. Several different 
types of valves, or “‘valvular cones,” or similar mech- 
anisms for shutting off the blood stream in these ar- 
terioles are described and shown in photomicrograms. 

In the kidney of rabbits these valve or sphincter- 
like structures are missing completely. No pertinent 
studies have been made yet for the human kidney. 

The writer comments on the physiological role of 
these valves and sphincters. He hypothesizes that 
they serve for the regulation and, especially, the 
equal distribution of the blood between the cortex 
and the medulla. In case of cortical ischemia due to 
a drop in the blood pressure and collapse, the valves 
would close and so contribute to the maintenance of 
the circulation in the cortex, while under normal 
physiological conditions they would be instrumental 
for the equal distribution of blood in the kidney. 

WERNER M. Sormitz, M.D. 


The Pyelogram in the Extrarenal Tumors (E] pielo- 
grama en las tumoraciones extrarrenales). Luis 
ANTONIO REPRESA. Arch. espa. urol., 1951, 7: 203. 


_ In the author’s own experience he encountered 9 
Instances in which the pyelogram permitted exclu- 
sion of the renal origin of a tumor. To these he adds 


a number of case histories from the practice of his 
father. A total number of 20 cases are mentioned; 
however, no attempt is made to supply case histories. 
All that is provided is the pyelogram and a state- 
ment of the location and nature of the condition. 

The kidney was displaced backward in an instance 
of hydatid cyst of the iliopsoas muscle. The 
kidney was displaced downward in 2 cases of hepatic 
tumor and in 2 cases of splenomegaly. In a case of 
neoplasm of the mesentery there was likewise some 
downward displacement of the kidney. 

Displacement of the ureter toward the midline of 
the body was present in an instance of retroperitoneal, 
hydatid cyst and a case of hydatid cyst of the iliop- 
soas muscle. Intraperitoneal (not retroperitoneal) 
lesions produced displacements of the ureter medi- 
ally: these lesions consisted of a neoplasm of the 
descending colon, a cyst of the pancreas, tubercu- 
losis of the ascending colon and choledochus, and a 
cyst of the ovary. 

In one instance the inward deviation of the ureter 
was occasioned by a diffuse neoplasm of the intestine. 
In another case there seemed also to be a marked 
deviation medially of the ureter as observed by de- 
scending pyelography; however, close study showed 
that the deviation was an artefact, produced by the 
ureteral catheter, which has been introduced high in 
the ureteral lumen. Displacement of the ureter 
backward was seen in an instance of retroperitoneal 
fibrosarcoma. Displacement of the ureter anteri- 
orly was observed in 2 cases of retroperitoneal 
tumors: a hydatid cyst, and a hydatid cyst of the 
iliopsoas muscle. 

Many of the other displacements and conditions 
in which the position of the kidney or ureter was not 
affected were illustrated (from the world literature, 
or from the author’s material). In general, the intra- 
peritoneal tumors tended to displace the kidney, the 
ureter, or both, less than did the retroperitoneal 
growths, but they did displace them. In cases of 
intraperitoneal tumor, the displacement-pyelo- 
graphic method of Scheele and Finkelstein, which 
establishes the relationship of the kidney to the 
tumor by testing whether the kidney moves with 
the tumor or remains independent of it, is worthy of 
consideration. In the cases of retroperitoneal tumor 
the neoplasms are likely to have adhered to the kid- 
ney surface and therefore the method might lead to 
diagnostic error. Joun W. BRENNAN, M.D. 


Results of an Experimental Renal Graft (Résultats 
d’une tentative de greffe rénale). Cu. Dusost, N. 
(Cconomos, A. NENNA, and P. MIiiez. Bull. Soc. 
méd. hép. Paris, 1951, 67: 1372. 

The authors present the case report of a 44 year 
old female who underwent a right nephrectomy for 
renal tuberculosis in 1927. During the 23 years 
following nephrectomy the patient had repeated 
attacks of pyelonephritis with the typical symptoms 
associated with this disease. 

In December of 1950 the patient presented 
symptoms suggestive of the terminal stages of a 
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severe pyelonephritis in the remaining kidney, with 
colon bacilluria, albuminuria, edema, hypertension, 
and azotemia. 

After considerable hesitation the authors decided 
to perform a renal transplantation, in view of the 
gravity of the condition and without trying to with- 
hold the seriousness of such an operation from the 
patient. 

The donor kidney was taken from an executed 
convict 42 years of age. His blood group was A-Rh 
positive; the patient’s blood group was A-Rh nega- 
tive. On January 12, 1951, 15 minutes after the 
convict’s death, the kidney was removed. It was 
immediately perfused with plasma and placed in a 
bath containing Tyrode’s solution and antibiotics. 
The kidney was ready for transplantation 40 minutes 
after the donor’s death. 

Under pentothal, curare, and oxygen anesthesia, 
a right iliac incision was made and the peritoneum 
was reflected medially, thus exposing the iliac 
vessels. The artery from the donor kidney was 
anastomosed to the side of the iliac artery and the 
renal vein was anastomosed to the iliac vein. The 
technique used was that of Blalock, using Deknatel 
No. oooo sutures for the anastomosis. 

The anastomosis was accomplished in 1 hour. Fol- 
lowing removal of the clamps the blood flowed 
through the kidney immediately and drops of urine 
came from the end of the ureter. In 1 hour and 50 
minutes after the death of the convict, the donor 
kidney was functioning in the patient. The ureter 
was fixed to the skin through a stab incision in the 
inguinal region. A catheter was placed into the 
ureter to collect the urine. Antibiotics and ACTH 
were placed in the incision and a transfusion of 500 
c.c. of blood was given during the course of the op- 
eration. 

Following the operation the patient was given 
penicillin and streptomycin as well as 50 mgm. of 
ACTH daily, and 25 mgm. of cortisone four times a 
day. 

Each day the urine from the grafted kidney as 
well as the urine from the patient’s own kidney was 
examined, and determinations of the blood urea, 
creatinine chlorides, potassium, and sodium were 
made. 

At the close of the operation the transplanted 
kidney excreted fairly concentrated urine containing 
albumin and blood, but without sugar. The urine 
from the grafted kidney became clear on the third 
day but contained albumin, and the centrifuged 
specimen contained red blood cells and white blood 
cells. The quantity of the urine increased from 50 
c.c. during the first 6 hours to 100 c.c., and finally to 
a maximum of 230 c.c. per day. The concentration 
of the urea reached 14 gm., but the quantity of the 
urine remained low; it did not change in relationship 
to the increase in the azotemia. 

The woman became lucid, afebrile, and lost her 
edema following surgery. The administered quantity 
of glucose and salt solution were established by 
examination of the 24 hour excreta. 


On the fourteenth day after operation the patient 
developed gastrointestinal symptoms that necessi- 
tated the use of gastric intubation. 

The sixteenth day after the operation it became 
necessary to explore the external opening of the 
ureter. It was discovered that 5 cm. of the ureter 
had become gangrenous. This portion of the ureter 
was removed and the remaining portion of the ureter 
was anastomosed over a polyethylene tube and 
brought to the skin margin. The upper portion of 
the ureter was found to be well vascularized for 6 
cm. With the ureteral catheter in place, urine again 
began to flow. There was an increase in the patient’s 
azotemia and the patient died on the seventeenth 
postoperative day. 

The microscopic examination of the grafted kidney 
showed a sclerotic process involving the cortex and 
medulla. There was also an ascending nephritis. 

A maximum of 230 c.c. of urine per day was ob- 
tained from the transplanted kidney with the con- 
centration of the urea becoming progressively in- 
creased until a maximum of 14 gm. per 1000 C.c. was 
reached. 

The authors concluded that the secreted urine 
from the grafted kidney was like that of a simple 
glomerular filtrate. The use of ACTH and cortisone 
did not produce any definite benefit; perhaps the 
use of these drugs favored an ascending infection. 

In conclusion, the authors thought that the results 
of their experimental renal graft should not dis- 
suade further work along this line if the patient’s 
general condition is good, with an otherwise fatal 
termination. 

Perhaps experimental work on animals would 
help to resolve the problem of ascending infection 
as well as to discover and abolish the incompatibili- 
ties associated with renal homografts. If an antigen 
could be produced, then renal grafts could be suc- 
cessful and readily done. 

Conrap A, KuEnn, M.D. 


Granuloma of the Ureter. Ernest FELBER. J. Urol., 
Balt.,,2952,/07:'152. 

Intrinsic obstructions of the ureter are usually due 
to stones, strictures, or, rarely, tumors, the majority 
of the last being malignant. There have been a few 
reports of benign inflammatory obstructive lesions. 
To this small number, a case of granuloma of the 
ureter is added. 

A 70-year-old housewife was admitted with colicky 
pain in the right kidney region. The left urinary 
tract was found to be normal. On the right side, the 
catheter met with an obstruction 3 cm. above the 
bladder. On ureteropyelographic study, there was a 
filling defect 2 cm. long starting 3 cm. above the 
bladder and a dilated, tortuous right ureter proxi- 
mally. The right kidney pelvis and calyces were 
definitely dilated and a cavity in the upper pole of 
the kidney suggested abscess formation. On the 
basis of these findings a diagnosis was made of 
tumor of the lower third of the right ureter, ureter- 
itis, hydronephrosis, and abscess of the right kidney. 
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In view of the severe infection of the ureter and 
kidney, apparently of long standing, a form of pro- 
liferative inflammation of the lower ureter was also 
considered. 

On nephroureterectomy the kidney was found to 
be of average size and shape externally. In the 
upper pole there were cystic and abscessed areas 
lined in part with necrotic granulation tissue. Mi- 
croscopic study showed distinct inflammation with 
large numbers of eosinophils and no evidence of neo- 
plasm. A tumor was palpated in the lower third of 
the ureter, which, on inspection after the removed 
ureter was opened, gave the impression of a very 
well circumscribed yellowish-looking lipoma of the 
ureteral wall occluding the lumen. This mass was 
1.4 cm. long and from 8 to 9 mm. in diameter. The 
center was necrotic and purulent. Histological study 
showed granulation tissue of nonspecific type. 

Chronic inflammations of the mucosa of the uri- 
nary tract may produce tumorlike formations which 
are difficult to distinguish from true tumors. Ob- 
structions caused by tumors give rise to dilatation 
of the ureter, pelvis, and calyces, but rarely to 
abscess formation. If inflammatory signs such as 
ureteritis and abscess in the kidney are predominant, 
an obstruction due to proliferative inflammation 
may be suspected. ALLAN K, Swersik, M.D. 


Squamous Cell Carcinoma Occurring in the Stump 
of a Chronically Infected Ureter Many Years 
After Nephrectomy. Joun A. LoEr and Puitip A. 
CasELLA. J. Urol., Balt., 1952, 67: 159. 


The writers present a case of squamous cell carci- 
noma occurring in the stump of a chronically in- 
fected ureter. This is believed to be the first of its 
type unassociated with malignancy in the pelvis or 
kidney parenchyma. It demonstrates benign to 
malignant metaplastic changes in cells due to chronic 
infection. 

The patient was a 66-year-old female admitted 
with complaints of urinary burning, frequency, and 
a dull aching pain in the right lower quadrant. 
Fourteen years previously she had undergone ne- 
phrectomy for infected hydronephrosis and hydro- 
ureter. The following year she required three addi- 
tional hospitalizations for continued urinary symp- 
toms due to a right pyoureter. In the following 
years urinary symptoms returned periodically. 

On cystoscopic examination, a dilated inflamed 
right ureteral orifice was found from which a puru- 
lent exudate was emitted. A No. 5 catheter was 
passed for a distance of 8 cm., following which a 
ureterogram revealed a very irregular dilatation and 
filling defect involving the right ureteral stump. 

At operation through a Gibson incision, a mass of 
semifirm tissue 12 by 7 by 4 cm. was found adherent 
to the bladder, peritoneum, and renal fossa. Within 
this was a friable mass 3 by 2 cm. Microscopic sec- 
tion revealed an edematous ureter and adventitious 
tissue. The normal mucosa was replaced by ana- 
plastic epithelial cells infiltrating the subepithelial 
connective tissue and circular muscle bundles. The 
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invading cells had a varied morphology, resembling 
transitional, squamous, and spindle cells. The gross 
and microscopic diagnosis was squamous cell carci- 
noma of the ureter. 

The direct cause of nonmetastatic carcinoma of the 
ureter is unknown, but the most common theories in- 
criminate leucoplakia, epithelial inclusions, mechani- 
cal or inflammatory irritation, carcinomatous rests, 
and excretions of carcinogens in the urine. The au- 
thors’ case was due to metaplasia or leucoplakia. 

Total ureterectomy should be done as the proce- 
dure of choice in cases of chronically infected kid- 
neys, tumors of the renal pelvis, polyposis, and pyo- 
ureters when surgical treatment is indicated. Only 
by this radical procedure can chronic pyoureter and 
possibly carcinoma of the ureteral stump be elimi- 
nated. ALLAN K. Swersik, M.D. 


Ureterectomy with Ureterocystoanastomosis in Tu- 
berculous Stenosis of the Lower Portion of the 
Ureter (Urétérectomie avec uretéro-cysto-anasto- 
mose dans les sténoses uretérales inférieures tuber- 
culeuses). A. Puicvert. J. urol. méd., Par., 1951, 
57: $32. 

The author discusses 4 cases of tuberculous steno- 
sis of the distal portion of the ureter in which the 
diseased part of the ureter was resected and the ure- 
ter reimplanted in the bladder. All 4 operations were 
successful; the previously dilated ureters returned 
to normal and diuresis improved after the interven- 
tion. Simultaneously with the surgical therapy, the 
patients were treated with small doses of strep- 
tomycin. 

The operation is of special value for nephrec- 
tomized patients as it improves the function of the 
remaining kidney. WERNER M. Sotmitz, M.D. 


Terminal Stenosing Tuberculous Ureteritis (La 
ureteritis tuberculosa estenosante terminal). A. 
PuIGvERT. Arch. espan. urol., 1951, 7: 183. 


This condition received its designation “uterite 
tuberculeuse estenosante terminale” from M. P. 
Moulonguet whose report was placed before the 
Sociedad Francaise de Urologie at its July, 1943 
session, by Couvelaire. In the presence of this 
disease, the author had always done a complete 
nephroureterectomy; however, these were always 
advanced cases. Recently, the author has operated 
on 4 patients in an early stage of their ailment. Al- 
though in these cases the disease eventually proved 
to be on a tuberculous basis, it had not yet produced 
ulcerative or destructive lesions in the kidney itself. 

The operation has consisted in opening the bladder 
and cutting around the affected ureter, thus isolat- 
ing its terminal portion and drawing it into the 
bladder together with an oval segment of the ad- 
jacent bladder wall. The stenotic portion of the 
ureter is then cut loose from the upper dilated 
portion and the upper portion is reimplanted into 
the upper corner of the incision which was made for 
excision of the intramural stenotic portion of the 
ureter. The remainder of the incision is closed with 
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interrupted catgut sutures. The implantation is 
carried out in the usual fashion; two longitudinal cuts 
are made in the lateral walls of the ureteral. tube and 
the resultant flaps are spread out within the urinary 
bladder and attached by quilting sutures. A perma- 
nent catheter is placed in the urethra and the ex- 
ternal bladder incision is closed tightly. 

The results in these 4 cases have been excellent. 
There have been no postoperative complications, 
such as the dreaded urinary fistulas mentioned in 
the literature, and subsequent follow-up examina- 
tions revealed the disappearance of clinical symp- 
toms and, roentgenologically, the regression or im- 
provement of the pyelorenal ectasis and distention. 

Of course, streptomycin and other antituberculous 
treatment has been continued, but it is too early to 
assess the affects of the improved drainage on the 
original renal tuberculous process; however, in the 
author’s opinion, the improvements here recorded 
are in themselves sufficient to justify publication 
of this preliminary report. 

Joun W. BRENNAN, M.D. 


The Role of Ammonia Reabsorption in Acid-Base 
Imbalance Following Ureterosigmoidostomy. 
Witiam H. Boyce and SamveEt A. Vest. J. Urol., 
Balt., 1952, 67: 169. 

The syndrome of chronic acidosis may occur any 
time following bilateral ureterosigmoidostomy. The 
blood electrolyte pattern is characteristically one of 
depression of the bicarbonate radical, elevation of 
the whole blood chlorides, and some elevation of the 
blood urea and nonprotein nitrogen. It was thought 
that obstruction to urine flow as a result of in- 


creased intrarectal pressure may finally result in 
impairment of renal function with retention of nitro- 


gen and acid radicals. It is doubtful that this is 
solely responsible for the changes that follow ure- 
terosigmoidostomy. The consistent elevation of the 
whole blood chlorides suggests that the electrolyte 
disturbance is a result of reabsorption of an acidify- 
ing chloride salt from the bowel. Accompanying the 
reabsorbable chloride anion are cations other than 
the fixed base—sodium, potassium, calcium, and 
magnesium. The most logical cation to accompany 
chloride is ammonia: (a) it is universally increased 
in the colon following ureterosigmoidostomy due to 
urinary ammonia, (b) it is a most important com- 
ponent of nitrogen metabolism, and (c) its absorp- 
tion contributes to the body pool of nitrogen. 

To determine if the ammonia radical is absorbed 
from the colon in combination with chloride, experi- 
ments were undertaken in dogs. Isolated segments 
of colon were filled with solutions of ammonium 
chloride containing 300 mgm. of ammonia nitrogen 
per 100 c.c. Samples of the contained solution were 
obtained at intervals by aspiration through an in- 
lying catheter. These were analyzed for ammonia 
nitrogen and chloride. Samples of venous blood 
were obtained from the jugular veins for urea and 
chloride determinations at the same time that 
samples were taken from the colon. 


Results from two different methods of colon isola- 
tions were entirely comparable and indicated an 
appreciable and rapid absorption of both ammonia 
and chloride as well as fluid from the right side of the 
colon. Simultaneous blood determinations showed 
corresponding rises in blood chlorides, rises in blood 
urea plus ammonia, and decreases in plasma carbon 
dioxide combining power. 

After absorption from the colon, the highly reac- 
tive ammonia portion of the ammonium chloride 
molecule becomes part of the total nitrogen in the 
metabolic pool. Excess ammonia may in part be 
converted to urea by the liver. The chloride ion is 
then free to act as an equivalent of hydrochloric acid 
requiring neutralization by fixed base of the plasma 
alkali reserve. There is an adjustment of the plasma 
ions with an equivalent respiratory release of carbon 
dioxide reflected in a reduction of plasma bicar- 
bonate radical. 

In controlling the acidosis that follows ureterosig- 
moidostomy, the following regimen is followed: 

1. Careful attention to emptying of the rectum. 

2. An alkaline ash diet is given; this not only fur- 
nishes base in a palatable form but reduces the excre- 
tion of urea and ammonia. 

3. The protein intake is restricted to body re- 
quirements to reduce urea excretion and the possi- 
bility of its conversion within the bowel to ammonia. 

4. Only a low salt (chloride) intake is permitted. 

5. An oral intake of at least 2,000 c.c. of fluid in 
addition to food and liquids with meals is required. 

6. Sodium citrate (10 per cent solution) in doses 
of 4 to 20 c.c. is given 3 to 4 times daily. The sodium 
ion slowly becomes available to the alkali reserve as 
the citrate is metabolized. Complications such as 
sodium retention with cardiac and renal impairment 
are less likely to occur with this treatment than with 
the use of sodium bicarbonate. 

ALLAN K. Swersig, M.D. 


BLADDER, URETHRA, AND PENIS 


Indications for the Neurosurgical Establishment of 
Bladder Automaticity in Paraplegia. A. M. 
Merrowsky, C. D. SCHEIBERT, and D. K. ROsE. 
J. Urol., Balt., 1952, 67: 192. 

The development of an automatic bladder can be 
accomplished in a number of paraplegics by rhizot- 
omy from T12 to Ss, or a differential sacral neurec- 
tomy. Dysfunction of the sacral reflex arc, probably 
due to inhibitory impulses, is a common cause of 
failure to establish or maintain a reflex bladder. 
Rhizotomy and sacral neurectomy eliminate the 
sacral reflex arc and allow automaticity to develop. 

These procedures are not uniformly successful and 
hence methods for selecting patients suitable for 
operation are necessary. Mechanical obstruction 
must be ruled out before neurosurgical procedures 
are resorted to. Rhizotomy is indicated in para- 
plegic and quadriplegic patients without mechanical 
obstruction if spinal anesthesia with a level at T12 
results in a bladder capacity of from 300 to §00 C.c., 
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Fig. 1  (Sabadini, Ducassou). _Vesicoenteroplasty. 
First stage: isolation of a loop of small intestine, 20 to 30 
cm. from the ileocecal junction. In the dotted line on the 
bladder, incision of the fundus continuing to the lateral 
walls. 

Inset, The small bladder; sclerotic mass of vesical wall 
and perivesical tissue around a very reduced vesical cavity. 


voiding at will without incontinence, and residual 
urine not exceeding 30 c.c. Sacral neurectomy is 
particularly applicable to patients with incomplete 
cord lesions. It is indicated if blocking one, two, or 
more pairs of sacral nerves results in a 300 to 500 
c.c. bladder capacity, voiding at will without incon- 
tinence, and residual uriné amounting to 30 c.c. or 
less. The decision to perform a rhizotomy or a sacral 
neurectomy should be based on two or more nerve 
blocks. Micturition only with severe straining, vary- 
ing degrees of residual urine, or incontinence under 
spinal anesthesia or sacral nerve block are contra- 
indications to these procedures. 

The authors recommend residual urine determina- 
tions, sphincterometrographic readings with the 
bladder full and empty, and cystometrogram studies 
both prior to and during spinal anesthesia or sacral 
block. To have the full benefit of the block, the 
studies should be completed within 45 minutes of 
the onset of the block. 

The authors report a case demonstrating the good 
results that may be obtained by the application of 
these procedures after the proper selection of 
patients. Joun T. Grayuack, M.D. 


Vé@SStE 


Fig. 2. Vesicoenterostomy. Second stage, After iso- 
lation of the loop, the continuity of the intestine has been 
restored by end-to-end anastomosis, anteriorly to the loop 
hanging from its mesentery. The isolated loop is opened 
along its free border. The two lips thus formed are going 
to be sutured to the lips of the vesical fundus which has 
been split transversely from one lateral wall to the other. 

Inset, Enteroplasty completed; the enteral cavity (the 
new bladder) is connected with the old vesical cavity. 


Enterocystoplasty for the Small Bladder after Ne- 
phrectomy for Tuberculosis (Entéro-cystoplastie 
pour petite vessie aprés néphrectomie pour tuber- 
culose). L. SABADINI and J. Ducassov. J. urol. méd., 
Par., 1951, 57: 515- 

The authors describe a plastic operation for treat- 
ment of the small bladder in renal tuberculosis. 

Vesical disturbances, pain, frequency, and incon- 
tinence are among the outstanding symptoms in 
renal tuberculosis before and after nephrectomy, and 
often give rise to more concern to the physician and 
the patient than the condition of the kidney itself. 
In many cases the capacity of the bladder is reduced 
to almost zero, whereas the walls are changed into 
thick sclerotic masses. The patient is compelled to 
urinate every 10 or 15 minutes, and his general 
condition deteriorates rapidly. 

The authors performed an enterocystoplasty in a 
man of 46 years who had been nephrectomized for 
renal tuberculosis 8 months previously. Uretero- 
cystography revealed the typical ‘‘small bladder” 
like a snake’s head, and marked ureteral reflux. 

A loop of ileum of 15 cm. length was isolated 20 
cm. proximal to the ileocecal junction. The ends 
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Fig. 3 (Sabadini, Ducassou). Ureterocystography, 5 
months after the intervention; the voluminous new blad- 


der is connected to the old one by a channel. The reflux 
is minimal. 


of the resected ileum were sutured end-to-end, and 
an anastomosis was performed between the bladder 
and the isolated loop, which was left in connection 
with its mesentery. The bladder wall was hard, 
sclerotic, and about 6 cm. thick; the lumen, extreme- 
ly small, admitted just the tip of the little finger. 

The result of the operation was excellent. Miction, 
which before the operation was necessary every 10 
minutes, became nearly normal—every 2 hours dur- 
ing the day time. The loop of ileum functioned as a 
second bladder, and the general condition of the 
patient improved considerably. Ureterocystography 
showed that the formerly marked reflux into the 
ureter had become minimal. 

In the discussion of this case at the meeting of 
the Societé Francaise d’Urologie, the author em- 
phasizes that treatment by enervation is ineffective 
in bladders with sclerotic walls and masses of 
perivesical fibrous tissue. Frequency and inconti- 
nence in cases of this kind are not caused by spasm 
but by irreparable shrinking of the lumen. 

WERNER M. Sotmitz, M.D. 


Congenital Stricture of the Membranous Urethra. 
JOHANNES E. ANTTINEN. Ann. chir. gyn. fenn., 1950, 
39: 263. 

Congenital strictures of the male urethra are 
divided by the author into circular strictures, 
valve, tendon, or membrane formations, and hy- 
pertrophy of the seminal colliculus. Circular stric- 
tures are usually situated at the external orifice or 
near the navicular fossa. 


The symptoms of congenital stricture are gen- 
erally those of urethral obstruction, urinary tract 
infection and, later, of renal damage. Unfortu- 
nately, obstructive symptoms may not be obvious 
until renal damage is severe. Often, recurring 
urethral inflammation points to the presence of 
urethral strictures. In general, symptoms occur 
earlier in the narrower strictures and in those situ- 
ated nearer the bladder. The diagnosis is easily 
established once the disease is suspected. 

Surgical treatment is recommended. A prelim- 
inary cystostomy may be necessary. Internal 
urethrotomy is usually successful, but external 
urethrotomy with resection of the stricture is some- 
times required. Despite the ability to correct the 
defect, the prognosis is poor because the diagnosis 
is often made late in the course of the disease. 

The author reports the case of a 9 year old boy 
who had had difficulty urinating and prolonged uri- 
nary incontinence for several years. There was a 
history of inflammation of the urethra at the age 
of 2 years. Physical examination revealed an eas- 
ily palpable bladder. Attempts to instrument the 
urethra were unsuccessful. Cystourethrograms con- 
firmed the diagnosis of a urethral stricture. After 
preliminary suprapubic cystostomy, an external 
urethrotomy was performed. A Heineke-Mickulicz 
type of procedure was performed on a stricture of 
the membranous urethra. The patient made an 
uneventful recovery. Joun T. GRAyHACK, M.D. 


GENITAL ORGANS 


The Diagnosis of Osseous Metastases from Cancer 
of the Prostate and Paget’s Disease (Le diag- 
nostic des métastases osseuses du cancer de la 
prostate et de l’ostéite fibreuse). J. A. Litvre. 
Presse Méd., 1952, 60: 85. 

Many clinicians are quite hesitant about making 

a differential diagnosis between osseous metastases 

from cancer of the prostate and Paget’s disease. The 

possibility of error in the differential diagnosis be- 
tween these two diseases was dramatically brought 
to Liévre’s attention by 2 patients who suffered ir- 
reparable injury because of an incorrect diagnosis. 
Paget’s disease and osseous metastases from cancer 
of the prostate are associated diseases that usually 
require a differential diagnosis to be established be- 
tween them. The frequency of Paget’s disease is not 
generally realized, and the symptoms produced by 
involvement of the pelvis and lower part of the 
spine are the most benign of all the areas that may 
become involved. Frequently, the lesion of Paget’s 

disease of the pelvis is isolated and presents a 

problem as to whether the disease is latent or active. 

This is the type of lesion that is discovered when 

roentgenograms are obtained for some other cause, 

usually for diagnosis of genitourinary symptoms. 
The typical lesion of Paget’s disease consists of 
sclerotic areas of involvement of the bone of the hip 
and the hip joint. There may be rather large areas 
of eburnation. These areas are sometimes painful 
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but are generally silent, and slow to increase in size. 
All the transitional forms of the lesion up to the most 
advanced condition may be present at the same 
time. 

The metastasis from cancer of the prostate is 
usually discovered at the time of the initial symp- 
toms, which are quite suggestive of cancer. Cancer 
of the prostate is among the primary causes of 
cancer of the spine. It ranks second after cancer of 
the breast. Toumey found that among 95 cases of 
cancer of the spine, 45 were metastases from the 
breast and 11 from the prostate. 

The symptoms produced by Paget’s disease local- 
ized in the spine are obscure, the disease being dis- 
covered upon x-ray examination to investigate the 
cause for vague pains or painful arthritis involving 
the adjacent articulations. Lumbosacral arthritis is 
frequently due to Paget’s disease of the ilium with 
an associated arthritis of the hip. 

The symptoms associated with osseous metastases 
from cancer of the prostate may be easy to evaluate 
if the patient has pain involving the pelvis, sacroiliac 
region or the lumbosacral column. The pain may 
be localized or diffuse. If the pain is very severe, it 
is suggestive of osseous involvement from metastatic 
cancer. If the pain is not an outstanding symptom, 
metastases are usually discovered on routine x-ray 
examination for prostatic gland disturbances or on 
urograms made in the course of a urological survey. 
Osseous pain may precede radiographic signs. 

From.all cases studied by the author, he believes 
that the clinical signs are not very helpful in estab- 
lishing a differential diagnosis between Paget’s dis- 
ease and the osseous metastases from cancer of the 
prostate. 

The roentgenographic study then becomes most 
important in the differential diagnosis of the various 
bone lesions. Some roentgenologists use the term 
“pagetoid” to describe both the lesion of osseous 
metastases from cancer of the prostate and Paget’s 
disease. This term covers a large number of bone 
lesions, including those of generalized osteitis defor- 
mans, those localized types of lesions that cannot be 
distinguished from Paget’s disease, traumatic lesions, 
and the osseous involvement of parathyroid disease. 
There are cases in which the roentgenograms are not 
diagnostic, and the initial lesions are small, and in 
such instances the author will hesitate to make a 
diagnosis. This, however, is not usually the case 
and for the most part the differential diagnosis 
presents little difficulty. 

The x-ray findings of Paget’s disease are a combi- 
nation of many initial lesions sufficiently developed 
so that the combined lesions are readily seen. In 
effect, the typical lesion of Paget’s disease is one of 
osseous destruction that takes place in association 
with new bone formation of a more or less disorderly 
pattern, but under special roentgenographic tech- 
niques it has a special characteristic architecture. 

These bone islands are joined to each other or may 
remain isolated; they are particularly clearly defined 
in the angular surface of the ilium and ischium. A 


decisive x-ray sign diagnostic of Paget’s disease is 
the typical lesion of the femur. These lesions are 
enlargement of the bone, and dense or thickened 
cortex with areas of circumscribed osteoporosis. The 
typical calcified areas in the cranium are also quite 
diagnostic. The bones in Paget’s disease become 
markedly thickened and widened and this serves 
as a distinguishing feature between other osteo- 
pathies. 

The pelvic metastases from cancer of the prostate 
are characterized by osteoplastic lesions that can be 
determined roentgenographically. Round, opaque 
areas—sometimes 10 to 30 mm. in size but usually 
small islands—frequently extremely small and nu- 
merous, are seen. 

In general, the author believes that the roent- 
genological lesions in the pelvis are usually due to one 
or two conditions. Most often, the lesions are 
equivocally those of cancer of the prostate, although 
the author makes as thorough clinical investigation 
as possible in order to confirm the diagnosis. He 
does not attempt to evaluate the various urological 
findings associated with prostatic cancer, but insists 
that the urologist make a complete investigation 
with examination of the prostatic secretion, and 
eventually a biposy of the prostate gland if it is 
considered advisable by a qualified specialist. 

Phosphatases are enzymes present in nearly all 
vegetables and animal tissue. The alkaline phos- 
phatase is present in all organic tissues and is in- 
creased in a number of osteopathies—in particular, 
those that are associated with osseous reconstruc- 
tion. The activity of the serum acid phosphatase in 
the blood is a reliable index of the phosphatase in 
the bone. The acid phosphatase found so abun- 
dantly in the vegetable tissue is relatively rare in the 
animal tissues, except that of the prostate gland. 
It is normally excreted by the sperm, and it plays a 
role in fecundation. In a case of obstruction due to 
cancer of the prostate, with obstruction of the 
prostatic ducts, the phosphatase is retained and 
thrown out into the blood and lymph stream; thus, 
the amount of this substance in the blood stream 
provides a method of diagnosis of cancer of the 
prostate. The acid phosphatase is usually elevated 
in prostatic cancer with osseous metastases. 

The author points out that the acid phosphatase 
is not always elevated. Perhaps this is due to the 
fact that all tumors do not secrete phosphatase, so 
a low acid phosphatase determination does not pre- 
clude a diagnosis of prostatic cancer. The amount 
of acid phosphatase may vary from one examination 
to another. After one doubtful examination, the 
amount of acid phosphatase may be characteristi- 
cally very high. The return of the acid phosphatase 
to a normal level following estrogenic treatment is 
well known. It is well to do an alkaline phosphatase 
examination at the same time that an acid phos- 
phatase examination is made. In metastases from 
cancer of the prostate the alkaline phosphatase is 
nearly always elevated. While this elevation does 
not have a direct relationship to the acid phos- 
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phatase, it is probable that it is associated with 
osseous reconstruction while the acid phosphatase 
is more directly associated with cancerous. metas- 
tases. The alkaline phosphatase is variable in 
Paget’s disease, sometimes normal, but usually quite 
elevated, from 30 to 50 Bodansky units. The acid 
phosphatase elevated to above 7 signifies cancer of 
the prostate. The elevation of the alkaline phos- 
phatase is characteristically associated with Paget’s 
disease. If the acid and alkaline phosphatase are 
normal, the test is not diagnostic. If the two values 
are elevated with the alkaline phosphatase higher 
than the acid phosphatase and on further examina- 
tion the acid phosphatase is still higher, the typical 
diagnostic phosphatase pattern of cancer of the 
prostate is found. 

The author has included roentgenograms of the 
typical lesions of osseous metastases from cancer of 
the prostate and Paget’s disease, as well as tables of 
acid and alkaline phosphatase determinations in a 
study of 25 cases of Paget’s disease and in 10 cases 
of cancer of the prostate with osseous metastases. 

In conclusion, Lievre stated that the roentgeno- 
graphic aspects of Paget’s disease and osseous me- 
tastases from cancer of the prostate are sufficiently 
characteristic so that a differential diagnosis be- 
tween the two conditions can be established. When 
the osseous lesions of the pelvis suggest an involve- 
ment from cancer of the prostate, the frequency of 
latent forms of Paget’s disease should be remem- 
bered and the possibility of a combination of both 
diseases should be considered. Cancer of the pros- 
tate with osseous metastases is often associated with 
an elevation of the acid phosphatase in the blood. 
The alkaline phosphatase may also be slightly ele- 
vated. The elevation of the alkaline phosphatase is 
usually associated with Paget’s disease. 

Conrap A. KuEnn, M.D. 


Tumors of the Spermatic Cord; Review of the Liter- 
ature and Report of 2 Cases. Raymonp J. Fitz- 
PATRICK, Louis M. Orr, JAMES B. GLANTON, and 
JosepH C. Haywarp.J. Am. M. Ass., 1952, 148: 259. 


The authors present 2 cases of tumor of the sper- 
matic cord. 

In the first case the tumor was a spindle-cell sar- 
coma of the left spermatic cord and operation was 
performed in 1935. The patient remained well until 
1940, at which time he was found to have a general- 
ized metastatic fibrosarcomatosis. A 14 year period 
of survival without evidence of recurrence is most 
interesting. 

The second patient presented a lipoma of the sper- 
matic cord. The first operation was performed in 
1937 and a second one in 1949. 

Because of the rarity of spermatic cord tumors, the 
authors reviewed the literature in an attempt to 
determine the exact number of cases reported. Nu- 
merous discrepancies were found in the total number 
of cases reported by various authors. 

Thompson, in 1936, reported a review of 224 cases, 
and added 26 of his own. The authors list all the 
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cases found in the literature from the time of Thomp- 
son’s report up to the present. The total number of 
cases, including the 2 cases presented here, was found 
to be 286. Rosert O. BEADLEs, M.D. 


Primary Malignant Neoplasms of the Spermatic 
Cord and Epididymis: 2 Case Reports. Benyja- 
MIN SHERWIN and Harry Bercman. J. Urol., Balt., 
1952, 67: 208. 

The authors report a case of fibrosarcoma of the 
spermatic cord and a case of leiomyosarcoma of the 
epididymis. Both tumors developed in elderly men, 
and both were treated by excision of the mass along 
with the scrotal contents on the affected side. The 
patient with the malignancy arising from the cord 
also received radiotherapy. Both patients later 
showed evidence of distant metastases. 

Malignant tumors of the spermatic cord are rare, 
Of the 75 previously reported, 72 were classified as 
sarcomas. The usual treatment is excision of the 
testis, epididymis, and involved cord as high as 
possible with subsequent deep x-ray therapy. The 
prognosis is thought to be poor. 

In 1947, 60 cases of primary malignancy of the 
epididymis were reported. There seems to have 
been an almost equal distribution of sarcomas and 
carcinomas. The usual treatment is similar to that 
for malignancy of the spermatic cord, but the prog- 
nosis appears to be much better. 

Joun T. Grayuack, M.D. 


Malignant Tumors of the Testicle (Tumeurs malignes 
du testicule). G. P£tot and H. Héprarp. J. urol. 
méd., Par., 1951, 57: 480. 

The authors present a statistical report on a series 
of 162 malignant tumors of the testicle in soldiers of 
the French Army. In 86 cases the tumors were 
seminomas, in 56 cases dysembryomas, in I case an 
interstitial tumor, and in 19 cases the lesions were of 
indeterminate character. 

The 5 year survival rate for the total number of 
cases was 46 per cent. The prognosis was better for 
patients over 30 than for those under 30 years of age. 

In the individual case, the prognosis depends on 
the type of tumor, the age of the patient, and the 
stage of the disease. The authors state that with the 
use of postoperative radiotherapy the prognosis is 
improved considerably. The presence of radiosensi- 
tive metastases in the regional lymph nodes does not 
necessarily imply a fatal prognosis. 

The diagnosis is difficult in patients without gen- 
eral enlargement of the testicle. In some cases a 
small nodule found accidentally during a routine 
checkup was found, on biopsy, to be malignant. 

WERNER M. Sormitz, M.D. 


Osteoporosis Dolorosa of the Pubis (La osteoporosis 
dolorosa del pubis). MARIANO BRETON PLANDIURA. 
Arch. espan. urol., 1951, 7: 227. 


A Millin type retropubic prostatectomy was per- 
formed on a 71 year old patient. At operation the 
suturing of the capsule caused difficulty, and on two 
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occasions during the process the point of the 
aneurysm needle pricked the pubic bone in its poste- 
rior surface on the left side. 

Eight days after the intervention, drainage from 
the suprapubic wound was slight; on the tenth day 
rises in temperature occurred, which continued 
despite penicillin therapy. The discharge disclosed 
pure culture of Bacillus coli. Again penicillin was 
administered as a local application and injected 
down to the bottom of the wound. Rectal examina- 
tion caused no pain, and no swelling was observed 
in the prostatic bed or in the seminal vesicles. Still 
the general disability of the patient continued, and 
he refused to leave his bed; his knees were drawn 
up and his thighs adducted; his trunk was humped 
over (spasm of the recti and adductors). 

When the roentgenologic examination was re- 
peated, 3 weeks after the operation, there were un- 
covered foci of rarefying osteitis in the pubic rami 
with separation of the symphysis (interline of the 

ubis). 
¥ Penicillin and streptomycin (respectively, 400,000 
units and 1 gm. daily) were administered; the tem- 
perature rises disappeared but the pain continued. 

The patient was now given the conjugated sul- 
fonamides. With this change in therapy the pains 
disappeared, the wound healed, and walking became 
possible. The patient was discharged without urinary 
troubles (urination every 3 hours and twice during 
the night). 

A month later a new roentgenologic examination 
disclosed that porosis of the pubic bones was still 
largely present, with spurs and periosteal ossifica- 
tion in the ischium—all this despite the complete 
clinical rehabilitation of the patient. 

The author’s experience in this instance suggests 
that the process is not solely an osseous dystrophy, 
as suggested by some authors. Nevertheless, he be- 
lieves that infection is involved. The apparent suc- 
cess of the sulfonamides would seem to support such 
a conclusion. In any event, prophylaxis against the 
development of infectious processes (especially those 
caused by the Bacillus coli) including wide and 
adequate drainage in this region is certainly in- 
dicated. Joun W. Brennan, M.D. 


MISCELLANEOUS 


Urologic Aspects of Arterial Hypertension. T. BRENT 
WayMAN and EuGENE B. Ferris. J. Urol., Balt., 
1952, 67: 37. 

The authors review the literature concerning the 
urologic aspects of arterial hypertension, and sug- 
gest that subjects suitable for nephrectomy may be 
divided into three categories: (1) patients with re- 
liable criteria of cardiovascular disease in which 
one kidney has insufficient functional ability to 
support life, and with a normal or compensated 
contralateral kidney, (2) those with associated 
hypertension when nephrectomy is indicated on 
sound urologic principles, and (3) those operated 
upon “in desperation.’”’ These patients should have 
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markedly diminished function in the kidney to be 
removed and should have had a downhill course in 
spite of medical therapy. These patients may have 
some functional disturbance in the contralateral 
kidney. 
Four case reports are presented. 
JosEpH E. Maurer, M.D. 


Antibacterial Management of Urinary Tract In- 
fections. Pau S. Ruoaps, Cart E. BILxinGs, and 
VincENT J. O’Conor. J. Am. M. Ass., 1952, 148: 
165. ; 

Twenty per cent of all patients who had post- 
mortem examinations at the Wesley Memorial Hos- 
pital, Chicago, had some degree of pyelonephritis. 
Only 6 per cent of the cases had been diagnosed be- 
fore death. 

During a period of 18 months, the authors at- 
tempted to eradicate urinary tract infections in 325 
patients. More than 75 per cent of the group had 
demonstrable obstructions in some part of the uri- 
nary tract. In 15 to 30 per cent of the cases the 
original micro-organisms disappeared under treat- 
ment, but a different species emerged. Only 8 to 15 
per cent of the patients in the entire series were 
found to be free of infection when followed for a 
period of several months after treatment had been 
discontinued. These “‘cures’”’ were noted in persons 
who had no obstruction or who had had correction 
of the urinary obstruction while under observation. 

The authors stress the importance of (1) identify- 
ing the responsible organisms, (2) locating and cor- 
recting all lesions that interfere with free drainage of 
urine, and (3) recognizing foci of infection in contact 
with, or draining into, the urinary tract. 

After trying several drugs (alone and in various 
combinations) on numerous different organisms, the 
choice of antibacterial agents, preferred dosage, and 
most dependable period of therapy were evolved. 
These are outlined in a concise table which lends 
itself to ready reference. What seem to be the most 
desirable combinations of drugs are also indicated 
for each of the chief offenders. 

When cultures are still positive 48 hours after the 
preferred course of treatment has been completed, 
sensitivity tests are recommended before attempting 
to select a new therapeutic agent. 

Ormonp S. Cup, M.D. 


Extradural Spinal Anesthesia According to Buch- 
holz and Lesse in Urologic Operations and the 
Comparison of Its Results with Those of Peri- 
dural Anesthesia (Die extradurale Spinalanaes- 
thesie nach Buchholz und Lesse bei urologischen 
Eingriffen und Vergleich derselben mit der Peri- 
duralanaesthesie). WALTER BoEHMER. Zschr. Urol. 
1951, 44: 735. 

In the Otto Boden Urologic Clinic at the St. 
Hildegardis Hospital in Koeln-Lindenthal, Cologne, 
Germany, 133 patients were operated upon under 
the extradural spinal anesthesia of Buchholz and 
Lesse. The results obtained are compared with those 
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secured in 47 cases in which the original peridural 
anesthesia was used. Buchholz and Lesse chose the 
designation extradural spinal anesthesia for their 
method, and showed that it acts directly on the 
trunk of the spinal nerve beyond the ganglion. The 
anesthetic traverses the intervertebral foramen, that 
is, the anesthetic effects are not exerted within the 
cavum epidurale into which the anesthetic has 
originally been injected. In order to aid the process 
of diffusion through the intervertebral foramen, the 
injection of the anesthetic is preceded by an injec- 
tion of a relatively large quantity (up to 75 c.c.) of 
physiologic saline solution. 

These 133 patients were subjected to 68 prostatec- 
tomies (suprapubic and retropubic) for prostatic 
hypertrophy, 2 prostatectomies for prostatic car- 
cinoma, 6 extirpations of bladder tumor (carcinoma), 
1 external urethrotomy for urethral stricture, 8 
muscle-flap and pedicled adipose transplantations 
for vesical incontinence, 1o ureterolithotomies for 
high-placed and low-placed ureteral stones, 4 
pyelolithotomies for renal pelvic stones, 2 nephrec- 
tomies for renal tuberculosis and for pyonephrosis, 3 
lumbar sympathectomies for hypertension, 1 inter- 
ruption of the nervi hypogastrici and the nervi 
pelvici (method of Thiermann) for contracted 
bladder, 3 operations on the penis and the testes, 12 
cystoscopies and urethroscopies for intravesical and 
intraurethral operations, and 13 extradural spinal 
anesthesias for therapeutic and diagnostic purposes. 

All of the operations were prepared for in closest 
co-operation with the internist. To avoid mental 
strain the patient was given veronal (0.5 gm.) in the 
evening before the operation, the dose being re- 
peated 1 to 2 hours before the surgery was started. 
If for any reason the operation was delayed after 
the anesthetic preparation had been injected, the 
injection was not repeated. In this connection the 
author cites the instance of a patient on whom a 
pyelolithotomy was to be done, in which, after in- 
jection of the drug, the operation was delayed for 
3.5 hours; in spite of the delay the anesthesia, with 
an additional intravenous injection of 2 c.c. of 
dolantin, was sufficient for the completion of the 
operation. The only other instance of anesthetic in- 
sufficiency in this material was that of a-42 year old 
woman who, during a pyelolithotomy, experienced a 
sensation of traction in the region of the left shoulder 
—perhaps stronger than usual traction had been 
exerted on the kidney pedicle. Nevertheless, in this 
instance no further anesthetic was required. 

Before the author’s method of continuous drop 
infusion was started—unfortunately in this clinic 
conserved blood is not available—a fall in the blood 
pressure usually developed, 20 to 40 minutes after 
the induction of the anesthesia; in 3 cases it was 
serious. Since the induction of the infusion and 
the intramuscular administration of veronal during 
the operation itself, such drops in the blood pressure 
have become rare. The author gives the case 
history for 1 instance of serious collapse of the 
circulation recorded: 


The patient was a 66-year-old man suffering from 
intense vesical tenesmus as well as from severe renal 
infection. The extradural spinal anesthesia was 
undertaken merely for the purpose of doing a con- 
tinuous lavage of the bladder. The anesthetic was 
applied in precisely the same manner as for the 
other cases, yet severe circulatory collapse developed 
during the injection of the pantocain solution. Under 
cardiotonics, improvement was slow and_ the 
electrocardiogram disclosed at that time a slight 
grade of myocardial damage. The eosinophilia on the 
morning of the operation was 4 per cent and on the 
following day had risen to 5 per cent (allergy?). The 
continuous drop infusion had to be stopped because 
of the development of acute edema of the lungs. In 
retrospect, the veritol test of the preceding day could 
now be understood to have afforded an indication of 
the possible presence of circulatory danger. 

When compared with the older method, the 
method of Buchholz and Lesse affords pleasing re- 
sults. For instance, the extradural spinal anesthesia 
afforded 95.5 per cent of good, or adequate, anes- 
thesia; the older method provided only 55.54 per 
cent. The former gave 3.8 per cent of failures and 
the latter 42.5 per cent of failures; the former could 
not be carried out in 0.7 per cent of instances 
(spinal deformity) and the latter in 2.0 per cent. 

The author concludes that the method of extra- 
dural spinal anesthesia of Buchholz and Lesse, be- 
cause of its obvious advantages, cannot be excluded 
from the modern practice of urology. 

Joun W. BRENNAN, M.D. 


Male Fertility. Epmonp J. Farris. Brit. M.J., 1951, 
a: F475. 

This presentation includes a description of an im- 
proved method of judging the degree of male fertility 
by estimating the actual percentage of active sper- 
matozoa, the type of motility, and the duration of ac- 
tivity of the spermatozoa in the patient’s ejaculate. 
With the use of absolute motility figures, the author 
found it was possible to classify male fertility in one 
of four categories: (a) high fertility (185 million or 
more active spermatozoa); (b) relative fertility (80 
to 185 million active spermatozoa); (c) subfertility 
(below 80 million active spermatozoa); and (d) ste- 
rility (no active spermatozoa). 

Counts were made on various groups to determine 
the effect of frequency of emission, and from the data 
collected it was found that (1) a minimum of 5 days’ 
abstinence is required for most men to reach their 
maximum level of fertility, (2) emissions either daily 
or on alternate days reduce the relatively fertile male 
to practically a subfertile level, and (3) coitus twice 
within 6 to 8 hours may prove a useful method of 
aiding the wife of the relatively fertile or subfertile 
husband to conceive. 

The effect of aging of spermatozoa, both in vitro 
and in the female reproductive tract, for 24 hours 
was investigated and it was found that with speci- 
mens classified as highly fertile, they may remain in 
this classification in vitro for about 19 hours, while 

















specimens in the relatively fertile group remain in 
that classification for only 9 hours. 

It is concluded that, for proper classification, 
semen specimens should be examined preferably 
within the first and second hours after emission be- 
cause of the rapid drop in motility. The duration of 
life for spermatozoa in the female reproductive tract 
was studied and normal progressive spermatozoa 
were recovered up to 48 hours after insemination, 
and it is believed they could have lived much longer. 
However, the author believes that the fertilizing 
power of the semen is lost in about 12 to 24 hours, 
inasmuch as artificial inseminations carried out 24 
hours before or after the predicted time of ovulation 
resulted in no conception. 

Observations carried out on athletes revealed that 
extreme physical fatigue does not affect the sperma- 
tozoa count. 

The routine procedure in studying, counselling, 
and treating the childless couple has been as follows: 
(x) the number of active sperm cells in the total 
ejaculate of the husband is determined; (2) the 
patency of the wife’s fallopian tubes is studied by 
hysterography, (3) the wife is timed for the date of 
her ovulation. Knowledge of these three conditions 
has made it possible in many cases to predict with a 
considerable degree of accuracy whether or not con- 
ception will occur. 
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Gonadogens, thyrvid, various pituitary products, 
and four types of vitamin E were administered to a 
series of subfertile men with the object of improving 
their sperm count. No improvement was noted in 
any of the cases. 

Another series received pituitary irradiation with 
the same objective in mind. There was some re- 
sponse but in all cases it was only temporary. 

As aids to male fertility, the following recommenda- 
tions were offered: (1) classify the male according to 
his fertility on the basis of the total number of active 
spermatozoa in the ejaculate; (2) advise the couple 
to abstain from intercourse for the 5 days prior to 
the day of ovulation; (3) when the ovulation date can 
be determined, concentrate coitus on the precise day 
—otherwise advise coitus during the fertile period, 
namely, cycle days 11, 12, and 13, depending upon 
the length of the average menstrual cycle; (4) for the 
subfertile male, concentrate coitus twice within 8 
hours on the day of ovulation; (5) for the relatively 
fertile male, concentrate coitus twice within 8 hours 
or in the late evening and the following early morn- 
ing about the time of ovulation; (6) for the highly 
fertile male, advise coitus for 3 consecutive days 
during the selected period. 

The female should be studied for factors which 
may contribute to sterility. 

RosBert O. BEADLEs, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Local Stimulation of Growth of Long Bones. 
CHARLES N. Pease. J. Bone Surg., 1952, 34-A: I. 


Seven cases are presented, with follow-up studies 
ranging from 6 months to 12 years. In 5 cases the 
growth deformity was due to poliomyelitis, in 1 case, 
to congenital hypoplasia, and in 1 case to congenital 
dislocation of the hip with associated hypoplasia of 
the femur. 

It is well known that increased vascularity in the 
vicinity of, or within, the long bones of children pro- 
duces accelerated bone growth. This occurs in 
congenital or acquired anomalies of the blood sup- 
ply, local infectious processes, cystic disease, tumors, 
trauma, and surgical procedures on bones and soft 
tissues adjacent to the bone. Phemister pointed out 
that osteomyelitis of the femur frequently produces 
overgrowth of the corresponding tibia up to 2 cm., 
as well as increased growth of the femur. It has 
been noted that overgrowth of the tibia may also re- 
sult from fractures of the femur in children. 

In some children in whom a fractured femur has 
been treated by open reduction with fixation by 
metal plates and screws, considerable overgrowth 
has resulted, presumably due to the presence of the 
metallic foreign body. Asa result of this experience, 
the idea of producing irritation of the bone, by plac- 
ing foreign materials within the metaphysis to stimu- 
late growth, came into being. As long ago as 1869, 
von Langenbeck described in detail the overgrowth 
of long bones. He carefully measured the tibia, ob- 
tained at autopsy, of a man seventy-two years of 
age, who had had draining osteomyelitis of one tibia 
since the age of 3 years. The diseased tibia was 4.5 
cm. longer than the normal one. In 1933, Ferguson 
found that stimulation of bone growth occurred as a 
result of drilling holes in the metaphysis and curret- 
ting the medullary canal. This procedure revealed 
some stimulation of bone growth, but the growth 
was not sustained. 

The author was encouraged to attempt the de- 
scribed procedure by several considerations—first, 
by reason of its simplicity and safety. While many 
orthopedic surgeons have been content to accept a 
shortening of one inch, one should not disregard the 
probable development of low back pain in later life 
as a result of thisasymmetry. Another consideration 
was the natural objection of many parents to opera- 
tions on a normal limb. They are eager to try any 
operative procedure on the short limb in order to 
produce stimulation of its growth, even though the 
results cannot be guaranteed. 

The rationale of the operation can be illustrated by 
a case of poliomyelitis in which one leg was paralyzed. 
Assuming that this extremity was normal prior to 
illness, it must have the same number of epiphyseal 


cartilage cells as the opposite extremity. The re- 
tarded growth of the affected limb is therefore due to 
impairment of the physiology and function of this 
extremity. The two main factors are loss of stimu- 
lation, due to stress and strain, and the decrease in 
the blood supply. Harris has demonstrated that the 
cells in the cartilage columns of the epiphyseal plate 
undergo degenerative changes in such cases. How 
much growth stimulation occurs is variable. If ex- 
tensive paralysis exists and inadequate use of the 
extremity decreases the normal stimulation, result- 
ing in stress and strain, more rapid degeneration of 
the cell colonies in the epiphyseal plate can be ex- 
pected. The sooner more normal physiological con- 
ditions are restored about the epiphyseal plate of the 
paralyzed limb, the more favorable will be the result. 
Growth stimulation procedures, if indicated at all, 
should be started within 2 years after an attack of 
poliomyelitis. 

The technique, as described and used by the au- 
thor, is as follows: 

While vitallium, stainless steel, vanadium, brass, 
and ivory screws have all been used, at present 
ivory is used almost exclusively. It would seem that 
the ivory screws are preferable and more effective 
because no edematous fibrous tissue capsule forms 
about them, as occurs in the case of metal screws. 
Another advantage in their use is that eventually the 
ivory screws are absorbed, so that possible removal 
of the screws at a later date is unnecessary. Accel- 
erated growth occurs for a period of from 2 to 3 years 
after operation, becoming less as the epiphyseal plate 
grows away from the region of the foreign material. 

For one month prior to the operation, daily doses 
of a teaspoonful to a tablespoonful of phosphorized 
cod-liver oil are given to the child. After a lateral 
longitudinal incision has been made at the end of the 
bone, just enough of the periosteum is stripped to 
permit drilling the holes. Although the incision is 
made in the region of the epiphyseal plate, it is not 
only unnecessary to expose the cartilage, but it is 
recommended that the plate be avoided. Two to 3 
holes are made in the bone, usually one anterior to 
the other. The drill should be at least 14, of an inch 
smaller than the screw. If the bone is atrophic, the 
screws can be driven in without difficulty. Two sizes 
of ivory screws are used, 3% of an inch and % of an 
inch. The screw is driven into the hole until the end 
extends just through the opposite cortex. With a 
bone-cutting forceps, the remaining proximal portion 
of the screw is cut off flush. 

In all cases stimulation of growth followed the op- 
eration. No severe deformities occurred. There are 
some interesting observations on the behavior of the 
bones in which metal screws were placed. They were 
put in parallel and practically horizontal, most of 
them extending to or through the opposite cortex. 
After remaining in a parallel position for a period of 
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2 or 3 years, a crossing of the screws sometimes oc- 
curred. In other words, the growth at the head of 
one was more rapid than at the other. This affords 
definite proof of differential growth. Oftentimes, 
there was also an increase in the transverse diameter 
of the bone in the region between the screw and the 
epiphyseal plate. ale 
The author concludes that it is most encouraging 
to have definite acceleration of bone growth in 4 
cases of poliomyelitis occurring, respectively, at 3, 4, 
s, and 6 years after onset of the disease, coincident 
with growth-stimulating procedures. Much remains 
to be learned about bone growth in children. While 
many conditions may produce overgrowth of the 
long bones, we do not know in what percentage of 
cases this overgrowth persists, nor in what percent- 
age of cases there is premature ossification of the 
epiphyseal plate. KENNETH E. SHERMAN, M.D. 


Multiple Cystic Tuberculosis. Crcit Komins. Brit. 
J. Radiol., 1952, 25: 1. 

The author discusses the confusion which exists 
in the differentiation of sarcoidosis of bone and the 
cystic lesions of bone tuberculosis. To avoid this 
confusion, it is proposed that: (a) the osteal lesions 
of sarcoidosis be called (1) osteitis multiplex cys- 
toides sarcoidosa, (b) the cystic bone changes of 
juvenile tuberculosis be named multiple pseudo- 
cystic tuberculosis, and (c) adult multiple tubercu- 
lous bone lesions be termed disseminated bone 
tuberculosis, as has been suggested by Alexander 
and Mansuy. 

Three case reports of proved multiple cystic 
tuberculous lesions of bone in young children are 
presented. The symptoms and physical signs are 
discussed together with the differential diagnosis. 
The radiological appearances of the disease are 
described and illustrated. The disease is rare, and its 
incidence in the colored race is high. Congenital 
syphilis is often associated with it. 

Donatp C. Geist, M.D. 


Avascular Necrosis of Bone (Necrosis oseas avascula- 
res). RiveRA S. MANuEL. Rev. med. Valparaiso, 
1951, Supp. 1, 4: 385. 

Eighty cases are discussed and an original classifi- 
cation is presented. Avascular necrosis of the 
growth period manifests itself in two phases, one of 
necrosis and one of regeneration, of varied duration, 
according to the epiphysis affected. Its etiology is 
completely unknown. The general state of health re- 
mains unaffected, all laboratory studies show normal 
results, and the diagnosis is unequivocably made by 
roentgenograms. In the absence of a known etiology, 
treatment must remain symptomatic. The residual 
deformities are the mechanical effects of stress and 
load on the necrotic bone. Various surgical proce- 
dures (grafts, perforations) accelerate the regenera- 
tion period. The disease has various proper names 
according to affected epiphysis: Scheuermann’s 
(vertebral), Perthes’ (femoral head), Froehlich’s 
(acetabulum), Sinding-Larsen’s (patella), Osgood- 


Schlatter’s (anterior tubercle of tibia), and Hag- 
lund’s (calcaneus) disease. 

In idiopathic avascular necrosis of youth and 
adulthood, chronic trauma is a more apparent factor. 
This is clearly illustrated in dissecting superficial 
osteochondrosis (Koenig’s disease) and in a special 
picture seen in the necrosis of the superior-external 
quadrant in patients with coxa valga. Kienbock’s 
disease (of the semilunar cartilages) approaches even 
more closely a frank traumatic etiology and it con- 
stitutes a transition between idiopathic and trau- 
matic necrosis. Similarly, in avascular necrosis of 
the second metatarsal (Koehler) which appears late 
in life, and more commonly in females, chronic 
trauma is evidenced by a short first and a thickened 
second metatarsal; the condition probably results 
from an inadvertent fracture. 

In order to prevent traumatic avascular necrosis, 
the surgeon must know “critical sectors” of the 
diaphysis and epiphysis of certain long bones in 
order to take special precautions on open reductions. 
A fractured carpal scaphoid should be approached 
from the dorsal side, going from the proximal to the 
distal fragment when a graft is executed. In retro- 
lunar dislocations, open reduction should always be 
accomplished by a dorsal approach so that the 
palmar vascular net remains intact. In fracture dis- 
locations of the astragalus, early subastragalar 
arthrodesis is advisable in order to revascularize the 
fragment from a new sector. For this, the author 
proposes a new technique in which the posterior half 
of the subastragalar joint is decorticated and filled 
with chips prepared from the superior aspect of the 
calcaneus. Jonas BRACHFELD, M.D. 


Legg-Perthes Disease. Cuartes H. Hernpon and 
CLARENCE H. Heyman. J. Bone Surg., 1952, 34-A: 
25. 

The authors report a study of 41 hips with Legg- 
Perthes disease which were uniformly treated by 
traction and a nonweight-bearing brace. There is 
wide divergence of opinion regarding the correct 
treatment of this condition. Some believe it is es- 
sential to protect the hip from any weight-bearing 
until regeneration is complete. This may require 3 
to 5 years. In the opinion of others, treatment does 
not influence the end result. While favoring a long 
period of constant traction in bed and enforced 
avoidance of weight-bearing, the authors are not 
convinced that the results of confinement to bed for 
3 to 5 years are commensurate with the sacrifice. 
However, if weight-bearing is harmful and leads to 
deformity it should be prevented consistently and 
effectively. 

Treatment of all patients in this report consisted 
of traction in bed with the patient under complete 
control in a convalescent hospital until the roent- 
genograms showed beginning regeneration of the 
epiphysis. The patient was then allowed to become 
ambulatory. The involved hip was protected by 
means of a Thomas ring traction brace, with an ele- 
vated shoe worn on the opposite side. A Thomas 
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walking brace was then worn until it appeared cer- 
tain that no further flattening of the epiphysis would 
occur. Calcification must be adequate to prevent 
further collapse. The average length of hospitaliza- 
tion was about 6.5 months. The average duration 
of the disease was 3.5 years. 

For purposes of comparison with other series of 
cases and as a method of study, the authors deter- 
mined that the roentgenographic results should be 
recorded in a manner to take into consideration all 
the components of deformity occurring in Legg- 
Perthes disease. They compared the measurements 
of the important components of the deformity with 
measurements of corresponding components of the 
normal hip and expressed the result as a compre- 
hensive quotient. There are four principal com- 
ponents of the abnormality which may affect the 
function of the hip in later life and which should 
be considered in evaluating the anatomical con- 
figuration of the articulation: the epiphysis is 
commonly flat and broad; the neck may be broad 
and short; the acetabulum may become more 
oblique and hence relatively broad and shallow; and 
an enlarged head may be inadequately covered by 
the supporting acetabular roof. 

Before evaluation of the results, a total of 37 
patients with 41 involved hips were followed up for 
an average of 7.5 years. Their average age was 6.5 
years and varied from 3.5 to 11 years at onset. The 
average lapse of time between the onset of symptoms 
and the initial professional examination was a little 
more than 6 months. Only 6 of the 41 patients at- 
tributed the onset of symptoms to trauma. 

At a variable period of time following the onset of 
symptoms, usually within 2 or 3 months, a line of 
diminished density was observed to appear in the 
metaphysis next to the epiphysial line. Con- 
comitantly, there was a relative increase in density 
of the femoral capital epiphysis. The characteristic 
sequence of metaphyseal resorption and fragmenta- 
tion of the dense-appearing femoral head followed. 
The period of fragmentation persisted for an average 
of 14 months and it was during this phase of the 
disease that most of the residual deformity of the 
epiphysis developed. By following the course of the 
disease with roentgenograms made at intervals of 2 
to 3 months, it was possible to identify the end of 
the stage of fragmentation and the beginning of the 
regenerative phase of this disease. The average time 
between the regenerative process and the re-estab- 
lishment of normal trabeculation was a little more 
than 2 years. Once regeneration was well under 
way, no further collapse in the head of the femur 
occurred, even though unprotected weight-bearing 
was allowed. Weight-bearing without protection 
was allowed at an average of 2 years after onset of 
the disease. 

At the physical examination to ascertain the end- 
result, 4 patients of the 37 had a limp and 3 com- 
plained of pain in the affected hip after strenuous 
exercise. Twenty-eight had a normal range of mo- 
tion in the involved, as compared with the sound 


hip. Three had limited abduction, 1 patient had 
slight limitation of flexion, 2 patients had limited 
extension, 5 had limited internal rotation, and 9 had 
slight limitation of external rotation. In only 1 case 
has the disability influenced the patient’s occupation. 

Marked individual differences in the disease proc- 
ess were observed, and it is believed that this is 
probably the most important factor which influences 
the end result. If the patient is not seen until late 
and the deformity of the head is severe before treat- 
ment is started, the authors believe it is unwise to 
give an unusually poor prognosis. The converse is 
also true at times; that is, of cases seen early with 
minimal deformity, occasionally one was found to 
progress to marked deformity with only a fair result. 
The one factor with seeming real prognostic impor- 
tance was the age of the patient. It was found with 
few exceptions that the older the patient, the worse 
the end-result, and the younger the patient, the bet- 
ter the end-result. 

A full account of the methods of measurement 
adopted by the authors, together with the epiphysial 
quotient and other terms, have been given in a previ- 
ous report. KENNETH E, SHERMAN, M.D. 


Lame Back; Some Common Causes and Conserva- 
tive Treatment. FRANK R. OBER. J. Am. M.Ass., 
1952, 148: 438. 

There are many causes of acute and chronic 
backache, so that one label, whether it be “‘sacro- 
iliac dislocation” or “ruptured disc” is not the an- 
swer. Fundamentally, the reason for mechanical 
pain in the back is an abnormal change in the 
normal physiological curves of the spine. The main 
etiological factors fall into six groups: (1) traumas, 
(2) bad posture, (3) congenital malformations, (4) 
diseases of spinal bones and joints, (5) malignant 
disease, and (6) diseases outside the spine. 

Severe low back pain can occur without limitation 
of motion in the spine per se, and there may be no 
evidence of any pathological condition on x-ray 
examination. Conversely, there may bea good deal 
of bone damage evident in the roentgenogram, and 
the patient may have no backache, or only inter- 
mittent backache with complete freedom from pain 
in the intervals. The symptoms of a lame back, 
pain, muscle spasm of the erector spinae muscles, 
limitation of motion in the low back, and some- 
times lateral list of the spine and sciatic pain are 
common to most conditions in which irritation of 
the low back region exists, whatever the cause. 
Every effort must be made to establish the diagno- 
sis before therapy is begun. Careful and compre- 
hensive x-ray studies are part of this evaluation. 

Treatment depends upon the stage of acuteness 
at which the patient is seen, assuming that all con- 
ditions not directly concerned with the mechanism 
and physiology of the spine have been removed, 
where possible. In the acute stage, rest on a firm 
bed, sedation, and local heat are indicated for the 
relief of pain and muscle spasm. As the acute 
phase subsides, gentle massage and tensing exer- 
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cises are added. A properly fitted corset, which can 
follow the contours of the back in sitting and stand- 
ing positions, is now indicated. Treatment of the 
chronic back condition consists of avoidance of 
positions which cause pain, and persistent and ade- 
quate protection until pain has ceased and painless 
motion is restored. Rehabilitation is accomplished 
by measures to relieve contractures, restore muscle 
tone and function, and correct posture in order to 
prevent or minimize future attacks. 
Frances E. BRENNECKE, M.D. 


Intrapelvic Prominences of the Floor of the Hip 
Socket in Adults, with Special Discussion of the 
Protrusio Acetabuli (Die intrapelvinen Vorragun- 
gen des Hueftpfannenbodens im Erwachsenenalter 
unter besonderer Beruecksichtigung der Protrusio 
acetabuli). G. ImHarusER. Zschr. Orthop., 1951, 
81: 311. 


The author differentiates two types of protrusion 
of the acetabulum. The first is always bilateral and 
is characterized by thinness of the floor of the 
acetabulum, coxa vara, and by the deep position of 
the head of the femur in the socket. However, no 
deformation of the head or socket is present. The 
other type is not always bilateral and shows (in the 
x-ray picture), in addition to the protrusion, marked 
arthritic changes within the joint. 

The disturbance seems to be much more frequent 
in women than in men; among 16 patients observed 
by the author, there was but 1 male. 

There is no characteristic symptomatology; in 
most cases pain and restriction of movement develop 
after the condition has been present for a certain 
length of time. In patients with the second type of 
protrusion, the condition is more marked and com- 
plaints start earlier. Once the lesion is established, 
there does not seem to be a tendency to progression. 
A number of cases, after years, are without any ap- 
preciable change in the roentgenologic findings. 

Many discussions concerning the etiology have 
appeared in the literature, and a multitude of dis- 
turbances have been considered, at one time or 
another, as causes of the condition. The author 
does not believe that it is ever congenital. The 
physiologic protrusion, which is observed from the 
ninth up to the twelfth year of life, has no connection 
with the disturbance discussed in this article; no 
instance of pathologic protrusion has ever been ob- 
served before puberty. The interpretations of a 
“sign of puerperal osteomalacia” or a ‘‘sequel of coxa 
vara” are not satisfactory. 

The author believes that protrusion of the floor of 
the acetabulum is caused by an endocrine disturb- 
ance at the age of puberty and that it originates in 
the way that coxa vara epiphysarea and epiphyseoly- 
sis does in boys of this age group. An appreciable 
number of patients whose cases are reported in the 
literature, and of the author’s own patients had a 
delayed menarche. 

The treatment is conservative in most cases. Some 
surgeons reported good success from traction 


therapy. In unilateral conditions, especially those of 
inflammatory origin, extra-articular arthrodesis was 
successful in a few published cases. 

WERNER M. Sotmitz, M.D. 


Transient Synovitis of the Hip Joint in Children. 
ERNEST GOODALL Epwarps. J. Am. M. Ass., 1952, 
148: 30. 

Transient synovitis of the hip joint in children 
under 10 years of age (average age 5.4 years) has a 
duration of symptoms of from 1 to 3 days, and occurs 
equally often in boys and girls. The primary symp- 
toms are pain and limp; the signs are limitation of 
motion of the involved hip (especially abduction and 
internal and external rotation, elevation of the tem- 
perature, an increased white count and sedimenta- 
tion rate as a rule, negative serology and tuberculin 
tests, negative x-ray studies, and absence of bacteria 
in the synovial fluid. It is important to differentiate 
this condition from tuberculosis, osteomyelitis, sep- 
tic arthritis, Legg-Perthes’ disease, and acute tran- 
sient epiphysitis on the basis of the signs mentioned. 

The cause is considered to be an allergic synovial 
response to a focus of infection elsewhere in the 
body. Thirteen cases are reported; 2 of the patients 
had asthma, 1 had bronchitis, 1 hay fever, and 5 had 
repeated upper respiratory infections. Eight had 
hypertrophied and infected tonsils. One was pre- 
sumed to have typhoid fever. In 2 cases the use of 
an antihistaminic drug was effective. The treat- 
ment consisting of bed rest, traction on the affected 
limb, and symptomatic relief is outlined. Anti- 
bacterial drugs were used. The true cause of this 
transient painful hip in children remains obscure. 

DaniEt H. LEvINTHAL, M.D. 


Typical Knee Pain in Girls (Ein typischer Kniesch- 
merz bei Maedchen). WALTHER EHALT. Zschr. 
Orthop., 1951, 81: 426. 

The author described 6 case histories of knee pain 
in girls which had the following features in common: 
all of the girls had an early onset of menstruation 
and all of them were very tall. Also, there was a 
triggerpoint over the internal femoral condyle in 
front of the collateral tibial ligament which corre- 
sponded with the level of the epiphysial line. The 
pressure pain was most pronounced during slight 
flexion. There were no other objective signs present 
and no evidence of meniscus injury. The pressure 
pain was similar to that found in Schlatter’s disease. 

The condition was chronic and could evidently not 
be changed by therapy. A hormonal origin is 
suggested. ERNEST H. BETTMANN, M.D. 


Lesions of the Semilunar Cartilages (Lesiones de los 
cartilagos semilunares). CARLOS CERVANTES and 
ANGEL MAatTuTE. Rev. med. Hosp. espai., Mex., 
IQ5I, I: 37- 

Lesions of the semilunar cartilages are more com- 
mon in the second and third decades of life. The 
right knee is more commonly affected, and the in- 
ternal meniscus is most frequently involved. The 
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author emphasizes the importance of a full detailed 
history of the nature of the injury and all mechan- 
ical stresses involving the knee; inspection, palpa- 
tion, hydrarthrosis, and sensation of a loose frag- 
ment in the knee are diagnostic criteria. The most 
constant signs are those of Steinmann, Bragard, and 
Rocher. Radiography is important in differential 
diagnoses, but arthropneumography will yield a high 
percentage of confirming diagnoses. The principal 
diagnostic differential diseases are loose bodies, oste- 
ochondritis dissecans, lipoma arborescens, and chon- 
dropathy of the patella. In addition to longitudi- 
nal, transverse, and horizontal fragmentation, the 
author describes a pathologic variety of lax or hyper- 
mobile meniscus of the internal fibrocartilage. These 
are also susceptible to polycystic degeneration as well 
as the mucoid degeneration, hyalinization, and cal- 
cification. 

Any long-standing meniscus injury which eventu- 
ates in marked sclerosis, and synovial and vascular 
damage will be a prolific source of deforming arthri- 
tis. The author recommends total surgical extirpa- 
tion of the injured meniscus, except in the very 
aged, those afflicted with severe arthritis, or with 
prohibitive cutaneous lesions. The medical treat- 
ment of plaster immobilization is notoriously ineffi- 
cacious. A vertical parapatellar incision is used. 
Postoperatively, no immobilization is advised. Sim- 
ple sterile dressings are applied and early ambula- 
tion is begun. Subsequent to meniscectomy, regen- 
eration occurs without impairment of knee joint 
support. MicvuEL Drosinsky, M.D. 


The Problems of the Bone Bank (Zur Frage der 
Knochenkonservierung). H. Rot. Helvet. chir. 
acta, 1951, 18: 276. 

The author states that the homoplastic graft of- 
fering the best substitute for autoplastic bone could 
not be put to full use because of the danger of in- 
fection and the lack of adequate donors. Carrel, as 
far back as 1912, suggested refrigerated bank bone. 
The author has developed the following procedure: 

Grafts taken from ribs, or taken at autopsies, are 
cleaned and freed of all soft tissue, including the 
periosteum. After a bacteriological test for sterility 
they are put in a container cooled to —15 degrees 
C., and covered with paraffin. Since lower tempera- 
tures destroy the osteogenetic properties of the 
grafts, they are kept at -15 to —18 degrees C. for a 
period of 8 weeks. After defrosting, the paraffin is 
washed off in a physiological saline solution of 37 
degrees C., and the grafts are immersed in a penicillin 
solution (3,000 units per c.c.). 

In the author’s opinion, the homologous bank bone 
shows no difference from the fresh transplant, except 
that the substitution process is retarded. In contrast 
to dead, completely passive bone, the bank bone can 
stimulate the formation of new bone in soft tissue. 
Of 77 grafts, 71 healed completely. In spite of the 
good results, the fresh autogenous bone seems to 
offer better results from the biological point of view. 

Ernest H. BetrmMann, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Report of the Operative Treatment of Nonunion of 
the Long Bones (Ergebnisse der operativen Be- 
handlung von Pseudarthrosen langer Roehren- 
knochen). C. BISCHOFBERGER. Zschr. Orthop., 1951, 
81: 50. 

In his clinic in the last 5 years, the author has 
treated 62 patients with nonunion of the long bones, 
Fifty-five of these patients were cured. In 43 of the 
total number of patients treated, the initial injuries 
resulted from gunfire. 

Three patients were treated conservatively by 
restoring the bone fragments to their proper align- 
ment. 

In one of these cases, the wire which had been 
used at the time of the fracture to keep the bone 
fragments in place was removed and a plaster cast 
was applied. Healing occurred rapidly after this 
simple procedure had been employed. 

In the 2 other cases, the bone fragments were 
wired according to the original method of Kirschner 
and a plaster cast was then applied. Healing oc- 
curred in 12 weeks. 

In 55 cases bone grafts were employed and in 49 
(89%) of these healing resulted. 

Eighteen of these 55 patients with nonunion who 
were treated by bone grafting presented nonunion 
defects in the affected bone. In these 18 patients, 
treatment by bone grafting was the method of 
choice. 

In their technique the authors have exercised ex- 
treme care and have developed a method which has 
given them satisfactory results. 

Before bone grafting, a sound skin covering of the 
operative site must be assured, even if skin grafting 
becomes necessary. 

Bone sequestra in defects of nonunion and gross 
metal fragments must be removed. 

After suppuration, a waiting period must be al- 
lowed to be sure all inflammatory reaction has sub- 
sided. Antibiotics are to be used. 

The bone graft must be vigorous and so fixed that 
it lies on a freshened base in order to prevent a hol- 
low space between the graft and the host. The fixa- 
tion in plaster cast, including the neighboring joints, 
is not to be disturbed for 12 weeks. 

General ailments must be corrected preoperative- 
ly because these ailments predispose to nonunion 
following operation. 

The use of bone grafts and Kirschner pins to- 
gether does not seem to accelerate the healing proc- 
ess. The author has had no success with this method. 
Complications such as recurrence of the nonunion 
and sequestration of the graft occur. 

The remaining patients were treated by resection 
and fixation with a Kirschner nail. In 1 case there 
was recurrence of the nonunion with fracture of the 
nail. 

In another case, nonunion recurred with severe 
infection and sequestration, and in spite of the use 
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of penicillin, the sulfonamides, and immobilization 
in plaster cast, amputation became necessary. 

In still another case there was healing in a short 
time after resection without complications. 

In 2 of the 62 cases of nonunion reported, the 
clavicle was affected; healing occurred in both cases. 
The humerus was affected in 9 cases, in 7 of which 
healing occurred and in 2 of which nonunion re- 
curred. The bones of the forearm were affected in 13 
cases; in 11 of these cases healing occurred and in 2 
nonunion recurred. The metacarpal bones were af- 
fected in 1 case, in which healing took place. 

The femur was affected in 11 cases, in 10 of which 
healing occurred; amputation finally had to be 
resorted to in the remaining case. 

The tibia was affected in 26 cases, in 24 of which 
healing occurred and in 2 of which the nonunion re- 
curred. BLACKWELL MarkuaM, M.D. 


Control of Bone Length. Watrer P. Biount and 
FRANK ZEIER. J. Am. M. Ass., 1952, 148: 451. 


The authors briefly review the history of equal- 
ization of the bone length of the lower extremity 
by surgical methods. The acceleration of growth 
following trauma is noted but is not predictable, 
and the epiphysial plates involved close a few 
months prematurely. 

The use of staples especially developed for epi- 
physial arrest permits considerable control of both 
the length and contour of the bone. The proper 
use of staples at the distal femoral or proximal 
tibial epiphyses stops growth in length completely. 
Angular deformity may be corrected by asym- 
metrical placement of the staples. After removal 
of the staples, growth is resumed at about the same 
rate as would be expected on the other side if it 
were normal. 

Staples made of a stainless steel rod 3/;2 inch in 
diameter have proved useful. They should not be 
used more than once. Accurate placement is of 
greatest importance; careful removal preserves the 
integrity of the plate. The technique of insertion 
is brietly noted. The average lower age limit for 
this procedure is 8 years. A linear difference of as 
little as 14 inch justifies stapling in a growing child. 
Information on bone growth following stapling is 
accumulating and will be useful. 

Dante H. LEvintuat, M.D. 


The Operative Treatment of Perthes Disease by 
Means of Boring and Pegging (Zur operativen 
Behandlung der Perthesschen Krankheit mit Boh- 
rung und Bolzung). A. Stupnicki. Zschr. Orthop., 
1951, 81: 272. 

At the National Heliotherapeutic Sanitarium of 
Stolzalpe, near Murau in Austria, the author has 
been treating Perthes disease, since 1949, by im- 
planting a strip of tibia with periosteum and mar- 
row tissue attached into a hole 4 to 5 mm. wide and 
approximately 7 to 10 cm. long, bored or chiselled 
(with a hollow chisel) through the neck of the femur 
into the head of the femur. The length of the canal 


is determined beforehand, roentgenologically. When 
possible the canal is directed in the direction toward 
which the roentgen image has shown the process of 
aseptic necrosis to be most advanced. 

The operation has been followed in every instance 
by immobilization in bed and the wearing of a plaster 
spica for 6 to 8 weeks. The child is then allowed up 
with the cast in place. Later, the cast is removed 
and replaced by a special dressing of lighter con- 
struction (bandagisten). The long rest is considered 
particularly imperative, since it is only by the com- 
plete relief from weight bearing of the hip joint that 
the restoration of the head of the femur can best be 
attained. 

The results to be expected from this method are 
illustrated in 5 instances (4 boys and 1 girl) with 
accompanying sketches and roentgenograms. At the 
time of operation the girl was 8.5 years of age; the 
boys were respectively 4, 6, 7, and 10 years of age. 
In each instance the roentgenogram, taken from 3 to 
5 months after the operation, disclosed a femoral 
head with sharp contours and absence of active 
signs of Perthes disease. Of course, the head was 
still flattened and the neck was still shortened and 
mushroomed. 

Later reports on the boys showed that they were 
able to walk without pain and exhibited no clinical 
evidence of the disease. One of the boys had a slight 
limp and another dragged his knee a trifle. The girl, 
even after the roentgenogram disclosed absence of 
signs of the disease, continued to have a flexion con- 
tracture and the muscles of the thigh were extremely 
painful to pressure, the gait was limping, and the 
pelvis was carried inclined forward. She was sent to 
a hospital for crippled children and a half year later 
she was reported as entirely well; the general condi- 
tion was good, the right hip joint was completely 
free in its movements, there was no pain, and the 
gait while walking was now perfectly normal. 

The author concludes that the method shortens 
the postoperative convalescence in marked degree, 
but does not prevent the development of coxa 
magna in some of the cases. 

Joun W. BRENNAN, M.D. 


The Result of Excision of the Fractured Patella. 
Hans JENSENIuS. Acta chir. scand., 1951, 102: 275. 


The author presents a brief review of some of the 
arguments in the literature for and against ex- 
cision of the fragments in patellar fractures. 

The principal arguments in favor of patellec- 
tomy are that the risk of arthritis is avoided and 
that it offers a more rapid and uneventful recovery. 

Arguments against patellectomy are that the 
patella provides a normal protection for the femoral 
condyles which are exposed to trauma after ex- 
cision, that the patella glides with less friction over 
the articular surface of the femur than does the 
quadriceps tendon, and, finally, that the patella 
acts as an important lever-arm to increase the 
force from the quadriceps muscle as it is applied 
to the tibial tuberosity. 
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Fig. 1 (Bosworth). Knee in extension. Note that the 
newly constructed ligament represented by the distal 
portion of the semitendinosus remains in the same position 
as the collateral ligament, whether the knee is flexed or 
extended. The new ligament is held taut by the intact 
muscle. 


Of the author’s patients, 18 underwent operation 
for fracture of the patella. In 7 of this number 
the patella was excised, and the remainder under- 
went repair with preservation of the fragments. 

No conclusion can be drawn in favor of either 
method of treatment from this group of patients. 
The author advises that, when possible, at least one 
large patellar fragment either proximal or distal, 
should be maintained on excision of any com- 
minuted fragments. Epcar L. Ratston, M.D. 


Transplantation of the Semitendinosus for Repair 
of Laceration of Medial Collateral Ligament of 
the Knee. Davin M. Boswortn. J. Bone Surg., 
1952, 34-A: 196. 

Repair of the medial collateral ligament with 
fascia lata transplants, while often efficient in fresh 
injuries due to the stability provided while repair or 
reattachment of collateral ligament structure itself 
occurs, has not (in the hands of the author) proved 
satisfactory for old lacerations. (This finding also 
seems true in the experiences of other writers.) 

The author indicated that transplantation of the 
intact semitendinosus for repair or replacement of 
the medial collateral ligament is a sound procedure 
on an anatomical, mechanical, and clinical basis. 

In the operative procedure dissection is carried 
down to the deep fascia through an oblique antero- 
medial skin incision. The author’s usual approach 
is then made to the knee joint. A triangular osteot- 
omy of the overlying fascial, periosteal, and cortical 
structures, with the base of the triangle on a line 
parallel with the medial collateral ligament and the 
apex anterior, is carried out with thin osteotomes. 
The intact semitendinosus (at this point entirely 
tendon) is drawn forward and implanted beneath 
this triangle of fascia, periosteum, and cortical bone. 
Considerable tension is necessary in order to draw 
the tendon forward, but if the defect in the medial 


femoral condyle has been properly cut and its base 
has not been broken off, a trap is present in which 
the tendon is firmly held, even before the triangular 
flap is drawn forward over it and reaffixed to hold it 
in place. 

The newly constructed medial collateral ligament 
consists of an attachment above at the medial fe- 
moral epicondyle, fanning out below to its final 
attachment. At the tibial tuberosity and femoral 
condyle rim, it is free to glide as the knee flexes and 
extends. Through attachments of the tendon dis- 
tally, support is given both anteriorly and posteriorly 
to the midpoint of the articular surface of the 
medial tibial tuberosity. This provides free gliding 
motion of the tibial and femoral articulations 
about each other with strong medial support 
throughout the range of motion. The strong medial 
support remains present both in flexion and in 
extension. With the intact musculotendinous ap- 
paratus in place, the continued muscle tone provides 
for continuous tautness in the tendon from the tibia 
to the medial femoral epicondyle until firm attach- 
ment occurs in its femoral bed. If such attachment 
does not become firm and the tendon continues to 
glide, continued stability and tautness of the new 
medial collateral ligament structure will still be pro- 
vided. , 

Ten patients have undergone this operation. The 
longest period of disability was 5 years, and the 
shortest 3 weeks. The average period between in- 
jury and repair of the medial collateral ligament was 
20 months. In only 2 of the to patients was relaxa- 
tion of the medial collateral ligament clearly shown 
preoperatively. Two others had a record of some 
tenderness of the medial collateral ligament area, 
but without relaxation. Cruciate ligamentous re- 
laxation was noted preoperatively in 2 of the 10 
cases. 

The operative procedure routinely has consisted 
of excision of the medial meniscus and transplanta- 
tion of the intact semitendinosus as described above. 
Hospitalization varied from 6 to 16 days, and all 
patients were weight-bearing on crutches within 
that time. 

Recovery of motion postoperatively is slower than 
after a simple excision of the medial meniscus but is 
steadily progressive. One month after operation, a 
good average of recovery would show active exten- 
sion at 180 degrees and flexion at 150 degrees. At 
3 months, flexion would have increased to too de- 
grees and at 5 months to 60 degrees. Of the 4 pa- 
tients who were operated upon more than a year 
ago, 3 have normal motion as shown by comparison 
with the opposite extremity, and 1 has a 20-degree 
limitation of flexion only. 

Postoperative roentgenograms may reveal a mod- 
erate mounding ossification at the point of trans- 
plantation of the semitendinosus beneath the medial 
epicondyle; diffuse calcification and ossification may 
be seen in the soft tissues or a loose remnant of the 
raised cortex may appear. 

C. Frep GOERINGER, M.D. 
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The Milch Fasciodesis for the Reconstruction of the 
Tibial Collateral Ligament. A. L. UmaAnsxy. 
J. Bone Surg., 1952, 34-A: 202. 

Milch has demonstrated that the excision of the 
isolated, torn cruciate ligament leaves little if any 
disability, and that the repair of the tibial collateral 
ligament alone, when both ligaments were injured, 
resulted in the restoration of anteroposterior and 
lateral stability without impairment of the function 
of the knee joint. 

The Milch fasciodesis is described in detail. The 
upper and lower attachments of the anterior portion 
of the tibial collateral ligament are clearly exposed 
and two drill holes are made at each end of the 
ligament by use of a 34-inch hand drill. The two 
upper drill holes are connected by a channel passing 
transversely beneath the femoral attachment of the 
ligament and the two lower drill holes are connected 
by a bone tunnel beneath the tibial attachment. 
By means of a fascial stripper, a piece of fascia ap- 
proximately ro inches long and % inch wide is cut 
subcutaneously from the fascia lata on the lateral 
side of the thigh. This fascial graft is passed in and 
out through the upper two drill holes, then down, 
paralleling the tibial collateral ligament, through the 
two lower drill holes, and then up again to its origin. 

Two cases were described, the first of which was 
that of a 17-year-old male student with a knee injury 
which occurred 3 months prior to admission. At 
operation the femoral attachment of the tibial col- 
lateral ligament was found to be completely frayed 
out, detached, and flattened. Both cruciate liga- 
ments were torn and were, therefore, resected. The 
medial meniscus which was detached was also re- 
moved. After reconstruction of the tibial collateral 
ligament, with the wound still open, it was demon- 
strated that the anteroposterior and lateral instabil- 
ity was completely eliminated. After the wound was 
closed, a plaster-of-paris cylinder was applied with 
the limb in extension and adduction. When the pa- 
tient was seen in the out-patient department 10 
months after the operation, there was an almost 
complete range of flexion and extension, but no loss 
in stability. 

The second case was that of a 25-year-old male 
with a history of injury of 10 years’ duration. At 
operation the upper end of the tibial collateral liga- 
ment was found to be thin, frayed-out, and of a dif- 
ferent texture than the remainder of the ligament. 


Fig. 2 (Hauberg). a, Extreme paralytic clubfeet. 
fixation by a strong medullary spring. 


On opening of the joint, the femoral attachment of 
the anterior cruciate ligament was seen to be torn 
away and frayed out. The ligament was excised. 
The medial meniscus, which was detached, was re- 
moved. Immediately after the fascial repair of the 
medial collateral ligament, the anteroposterior and 
lateral mobility completely disappeared. Three and 
one-half months after the operation the knee joint 
was quite stable, and flexion and extension were 
complete. C. FrEp GoERINGER, M.D. 


Arthrodesis of the Ankle Joint by Springs (Die 
Arthrodese des Fussgelenks durch Federkraft). G. 
HavuBerc. Zschr. Orthop., 1951, 81: 302. 


The author, of the Orthopedic Department of the 
University Hospitals at Kiel, Germany, describes 
a method of ankle fusion by means of an intermedul- 
lary spring which was originally devised by Maatz. 

The advantages of this procedure are that: the 
postoperative plaster cast is unnecessary, the total 
time of treatment is considerably reduced, and a 
solid ankylosis of the ankle and talocalcaneal joints 
is assured. 

After extirpation of the cartilages and resection of 
the bones, a hole is drilled in the tibia 1 hand- 
breadth above the joint. The spring is introduced 
from below and, after boring through of the talus, 
inserted in the medullary space of the tibia, and a 
wire which is attached to the upper end of the spring 
is pulled out of the drill hole. Then the spring is 


Fig. 1 (Hauberg). Osseous ankylosis 10.5 weeks after 
operation. 


b, After extirpation of the talus 
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Fig. 1 (Boichev). View of completed operation. The 


detached muscles are drawn beneath the subscapular 
muscle and are sutured to the coracoid process. 


screwed into the calcaneus and fixed there by a so- 
called anchor; the spring is now stretched to a 
maximum by pulling at the tension wire so that the 
calcaneus is pulled upward and the talus forced 
tightly into the fork formed by the distal ends of the 
tibia and fibula. 

The writer tabulates 13 cases in which the pa- 
tients were operated on successfully by this method. 
They include paralytic clubfeet and other sequelae 
of poliomyelitis, and combinations of fracture with 
dislocation of the ankle joint. 

WERNER M. Sormitz, M.D. 


FRACTURES AND DISLOCATIONS 


The Indications for Osteotaxis Following the Tech- 
nique of R. Hoffmann (Ueber die Indikation zur 
Osteotaxis nach R. Hoffmann). W. IsLer. Helvet. 
chir. acta, 1951, 18: 289. 

The author presents 65 cases of fractures in which 
external fixation was the method of treatment, and 
in which the principles and techniques set forth by 
Hoffman were followed. A similar external skeletal 
fixation is known in this country as the Stader and 
Roger Anderson splint. 

In the discussion, Decker (Professor of Surgery, 
University of Lausanne) pointed out the dangers 
that are frequently encountered with the use of 
extraskeletal fixation of fractures. He stated that 
the danger of infection is quite acute if the pins are 
inserted close to, or into, the fracture hematoma. He 
further pointed out that the danger of pseudarthro- 
sis is always present, that the method is quite com- 
plicated, and that its use is not universally successful. 


Isler stated that not a single case of infection or 
pseudarthrosis occurred in this series of cases. 
GeorcE I. ReEtss, M.D. 


Our Method for the Operative Treatment of Recur- 
rent Dislocation of the Shoulder. B. Borcuey, 
Surgery, Sofia, 1951, 4: 65. 

In the year 1938 the author proposed a new oper- 
ative technique for patients with habitual luxation 
of the shoulder joint (Surg. Gyn. Obst.; Internat, 
Abstr. Surg., 1938, 67: 287). The method was essen- 
tially a modification of the Putti capsulorrhaphy, 
However, among the 7 patients operated upon in 
this manner, there were 2 recurrences. 

The percentage of recurrences was considered to 
be too high and the author again proposed a new 
method. This consisted of detaching osteoplastically 
that portion of the coracoid process on which is 
found the origin of the coracobrachialis, the short 
head of the biceps, and a portion of the subscapular 
muscles. This osseous fragment together with its 
muscular attachments is turned downward and the 
subscapularis muscle is exposed. At the upper end 
of the incision (which begins at the clavicle and 
passes downward and outward, following the sulcus 
deltopectoralis for a distance of about 12 cm.) a 
little more room may, when desired, be gained by 
cutting a few fibers of the deltoid attachment 
laterally and a few fibers of the muscle attachments 
to the clavicle medially. After the subscapularis has 
been thoroughly exposed and isolated, a curved 
hemostatic forceps is passed from above downward 
behind this muscle itself, and the detached bone 
fragment with its muscle attachments is grasped and 
drawn upward behind the subscapularis. This osteo- 
plastic fragment is then reattached to its original 
position on the coracoid process (Fig. 1.) 

The advantages of this method are facility of per- 
formance and avoidance of opening the joint cavity. 

Thus far 8 patients have been operated upon by 
this method. Five are healed, back at work and 
without symptoms of any kind. Three operations 
are still too recent for evaluation. A number of 
photographs of 2 of the author’s patients, after 
operation, show them performing calisthenic exercises 
to prove that the one arm is jjust as good as the 
other after operation. Joun W. Brennan, M.D. 


Fractures Involving the Distal Femoral Epiphysial 
Cartilage. ALEXANDER P. AITKEN and H. KELVIN 
Maciti. J. Bone Surg., 1952, 34-A: 96. 


Fractures involving the distal femoral epiphysial 
cartilaginous plate are uncommon injuries. Fifteen 
cases have been seen at the Boston City Hospital 
in the past 5 years among a total of 5,500 fracture 
admissions. 

Nine patients have been followed up from 1 to 8 
years. In 7 of these all of the epiphysial cartilages 
are now fused. All fractures were of the avulsion 
type. Displacement occurred in any direction. 

In the largest group of the series, 10 patients, the 
fractures occurred between the ages of 13 and 17 





ee =s FF FY aew ! ** ~ 


aon 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


Fig. 1 (Aitken, Magill). Posterolateral displacement in a 15-year-old boy. Note that the femoral condyles are not 
flexed on the tibia but are actually extended. The attachment of the medial head of the gastrocnemius to the shaft 
has prevented flexion. This fracture could, however, have been reduced and maintained in extension. Despite open 


reduction, the epiphysial cartilages have become fused without deformity or shortening. 


years. All of these patients were seen between the 
months of September and December and all of the 
fractures were caused by accidents sustained on the 
football field. 

The injury was usually received while the boy was 
running, and was generally the result of being 
tackled. While the body weight was upon one foot 
with the knee either in extension or, more often, in 
flexion, the weight of the opposing player’s body was 
directed against the leg. The knee was thus forced 
either into a bowleg or a knockknee position, throw- 
ing great strain upon either the tibial collateral 
ligament or the fibular collateral ligament which, in 
turn, exerted tension upon its attachment to the 
femoral condyles and caused these structures to 
become avulsed from the shaft. Displacement of 
the epiphysis may be marked and may occur in any 
direction. Although most reports attribute the 
classical anterior displacement to hyperextension, 
there was but 1 patient with a fracture of the 
classical type in this series. There were, however, 
2 other patients having anterior displacement. In 1, 
the displacement was medial with a fragment from 
the anteromedial femoral shaft. In the other, the 
displacement was anterolateral with a fragment 
irom the anterolateral cortex of the shaft. 


In the second largest group, 4 patients, the frac- 
tures occurred between the ages of 3 and 5 years. 
These fractures were due either to automobile acci- 
dents or to falls from a height. 

In fractures through the epiphysial cartilaginous 
plate, the fracture line passes distal to the medial 
head of the gastrocnemius as the head of this muscle 
takes its origin from the shaft above the epiphysial 
plate. Consequently, in fractures through the epi- 
physial cartilage, although there may be posterior 
displacement, flexion of the epiphysis on the tibia 
does not occur. The position of flexion in im- 
mobilization is contraindicated, for the relaxation of 
the gastrocnemius muscle enhances posterior dis- 
placement. 

The authors have indicated that fractures in- 
volving the distal femoral epiphysial cartilaginous 
plate are analogous and that the fracture line runs 
through the weakest point of the epiphysiodia- 
physial juncture. This is the region in which the 
degenerating cartilaginous matrix is invaded by 
blood vessels from the diaphysis and is replaced by 
osteoid tissue and immature bone. The all-important 
epiphysial plate, from which all future growth will 
occur, is, therefore, not directly involved. Serious 
growth disturbance with shortening may occur, but 
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deformity is unusual even in the patients in whom 
anatomical reduction has not been maintained. 

Fourteen patients were treated by manipulation 
under anesthesia and by immobilization in either a 
single leg spica or a toe-to-groin cast. In patients 
with anterior displacement the leg was immobilized 
in flexion; in others the leg was immobilized either 
in full extension or in a few degrees of flexion at the 
knee. Recurrence of displacement in patients with 
anterior displacement was the result of the immobili- 
zation of the leg in insufficient flexion. 

In the authors’ experience, fusion occurred by the 
eighteenth year, although most authors state that 
the distal femoroepiphysial cartilage does not become 
fused until the twentieth year. 

In this series deformity did not develop in any 
patient. C. Frep GoERINGER, M.D. 


Femoral-Shaft Fractures Treated by Medullary 
Nailing. Epwin F. Cave. N. England J. M., 1952, 
246: 284. 

The use of the medullary nail in certain frac- 
tures is considered to be one of the great advances 
in fracture treatment during the century. Indica- 
tions for the use of the medullary nail in fractures 
of the femur depend somewhat upon the skill and 
experience of the surgeon and the facilities at hand. 
The medullary nail is especially valuable in de- 
layed union or nonunion and in many pathological 
fractures of the femur. It should not be employed 
primarily in compound fractures. 

The author uses the clover-leaf type of nail and 
describes his technique of insertion in femoral frac- 
tures. This does not vary from the usual technique. 


He has treated 37 patients with fracture of the fe- 
mur by this method. Twenty-two cases were due to 


trauma and 15 were pathologic in nature. In the 
traumatic group, union was secured in all but 2 
cases. Complications were few. Sepsis occurred in 
1 case. There were 2 patients with localized phle- 
bitis of the thigh, both recovering within 3 weeks. 
There were no fat emboli. 

The author points out that in a series of more 
than 700 cases, no fat emboli have been reported. 
In the pathological group, all of the patients were 
bedridden and all would have been forced to re- 
main so if this form of treatment had not been 
utilized. Epcar L. Ratston, M.D. 


Contribution to the Surgical Treatment of Habit- 
ual Luxation of the Patella. I:. Ikonomov. 
Surgery, Sofia, 1951, 4: 6. 

Under the stimulus of the suggestions of his for- 
mer teacher and superior, Professor Boichev, the 
author has been practicing, on cadavers, a new 
method of operation for patellar dislocations. Re- 
cently Professor Boichev turned over, for operation, 
a 10 year old boy with stigmata of hereditary disease 
(mongolism and bilateral cryptorchism), who ex- 
hibited bilaterally habitual patellar luxation. The 
patient walked hunched over, with flexed hip and 
knee joints, with rolling uncertain gait and frequent 


falls. The patella on each side was fixed far out on 
the hypoplastic lateral condyle of the femur. The 
quadriceps femoris muscles had more of a flexor than 
of an extensor action. 

The operation consists in a lateral incision paral- 
leling the lateral border of the patella (on the order 
of the Kocher incision), then crossing over to the 
medial side at the level of the tibial tuberosity, fin- 
ally turning downwards for a short distance on the 
surface of the tibia, and a medial incision following 
the course of the semitendinosus muscle, from the 
upper end of the lower third of the thigh to the point 
of insertion of this muscle on the tibia. 

Through the lateral incision the fibrous capsule of 
the knee joint is incised longitudinally, laterally to 
the patella, so as to permit the patella to be moved 
medially, and the medial half of the terminus of the 
ligamentum patellae is detached osteoplastically 
from the tuberosity of the tibia, and re-fastened by 
means of a metallic screw medially and distally to 
its original attachment. 

Through the medial incision the tendon of the 
semitendinosus is detached from the tibia, passed 
forwards through canals formed by perforating the 
fleshy bellies of the semimembranosus and sartorius 
muscles, and sutured subperiosteally to the medial 
border of the patella. 

This operation was done on the left knee (the other 
knee was operated upon by Boichev himself with a 
modification of the operation of Ali Krogius). Seven 
months later, when the patient returned for checkup, 
he was able to move the joints of the extremity freely, 
the patella persisting in its normal position and 
showing no sign of reluxating. 

Recent information states that the results of the 
operation were excellent, both as regards the func- 
tion of walking and as regards the mental develop- 
ment of the child. Joun W. Brennan, M.D. 


ORTHOPEDICS IN GENERAL 


Growth of Bones: Methods of Assessing and Clini- 
cal Importance. BERNARD G. SARNAT and BENjaA- 
MIN J. GANS. Plastic & Reconstr. Surg., 1952, 9: 140. 


There are various methods available for assessing 
the growth of bone. Anthropometry is one method 
that is frequently used and can be performed either 
on the living subject or the dried specimen. Im- 
plants have been used in the study of bones for many 
years. One of the earliest workers to use this method 
was Hunter who inserted two pellets along the 
length of the shaft of the tibia of a young pig, and 
when he measured the distance between the pellets 
later he found that they had remained exactly in 
the same location, which showed that there was no 
interstitial growth of bone. 

Vital staining is another method of measuring 
bone growth. Madder was used especially in older 
work. Recently alizarine red S, a dye extracted 
from madder, has been used. 

Histologic methods have also been used in the 
study of bone formation. Problems investigated by 
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this method have usually included; (1) the origin 
and transformation of the bone cells from the un- 
differentiated mesenchyme; (2) the formation and 
composition of the matrix substances; and (3) the 
mode of deposition of the bone salts in the matrix. 

Indirect methods of bone measurements are also 
used. One of these requires impressions and casts. 
This is used especially in dental work. Photographs 
may also be used to show certain facial and jaw 
deformities, although, of course, this method does 
not lend itself to great accuracy. 

Roentgenography is a reliable indirect method of 
studying the growth of bone. The accuracy of the 
method, of course, will depend on the standardiza- 
tion of the technique used. In the long bones, the 
rate of growth may be determined by measuring from 
the metaphyseal bands of increased density. These 
bands are usually nonspecific as to cause but they 
can be produced by yellow phosphorus, lead, bis- 
muth, and thorium. 

Radioautographs may also be useful. They are 
produced by placing the tissues of an animal given 
radioactive material in close contact with the photo- 
graphic emulsion for a suitable exposure period. 

The authors point out certain clinical problems 
that make use of these various methods of bone 
measurement. These include problems of facial 
growth, anodontia, progressive racial hemiatrophy, 
problems of maxillary growth, problems of man- 
dibular growth, and problems of long bone growth. 
No single method can be applied to any of these 
particular clinical problems, although one will usu- 
ally have certain advantages over the others. 

EpcGar L. Ratston, M.D. 


A Simple Suture for Repair of Tendon to Bone. 
Cyrit H. Hauser. Q. Bull. Northwest. Univ. M. 
School., 1952, 26: 27. 

Despite the importance of the subject, there ap- 
pears to be no agreement in the literature as to the 
operative procedure of choice. A technique for the 
suturing of a tendon at its insertion to the bone was 
described nearly 3 centuries ago, but there has been 
no unanimity of opinion among surgeons as to either 
the technique or the proper period of immobilization. 

The author’s results are based on a series of 66 
experiments carried out on dogs. The fourth ex- 
tensor tendon was divided at the metacarpophalan- 
geal joint. A small piece of periosteum was resected 
from the dorsum of the fourth metacarpal bone. 
The raw tendon fibers were then laid on the denuded 
bone and sutured in position with an atraumatic 
needle through the lateral margins of the tendon and 
the adjacent periosteum. A well molded plaster of 
paris cast was applied to hold the extremity in com- 
plete extension. At intervals ranging from 2 to 148 
days, the bony insertion of the tendon was exam- 
ined, removed, and subjected to tensile strength 
tests and then prepared for microscopic study. 

As might be expected, strength of the union of 
tendon to bone during the first 7 to 9 days is depend- 
ent upon the surrounding sheath tissue. It was in- 


teresting that 2 dogs showing the strongest union of 
tendon to bone lost their splints at the fourteenth 
and eleventh days, respectively. Functional stimula- 
tion after the fifteenth day would appear to accelerate 
the healing of tendon to bone. 

Microscopic sections of tissues removed the first 5 
days reveal the phase of exudation and fibrinous 
union. Healing is quite rapid during the next 10 
days, and the tensile strength curve shows a rapid 
increase to a point which is greater than the initial 
holding power of the suture itself. There is active 
proliferation of tendon cells and osteoblasts. 

Tensile strength studies show an initial rapid fall 
in the first 2 or 3 days followed by a rapid rise to 
about the end of 2 weeks. Following this there is 
seen a gradual rise from a plateau after about 3 
weeks for an undetermined period of time. This is 
known as the period of maturation. 

The author points out that a period of 15 days of 
absolute immobilization appeared to be adequate. 
Bone sand inadvertently left at the implantation 
site did not promote osteogenesis. It acted rather 
as a foreign body and separated the tissues. 

KENNETH E. SHERMAN, M.D. 


Rehabilitation of the Amputee. Henry H. KEsster. 
J. Am. M. Ass., 1952, 148: 436. 


The physician’s responsibility for the amputee in- 
cludes supervision of a complete and integrated 
rehabilitation program, i.e., psychological prepara- 
tion, adequate surgery, after-care of the stump, pre- 
prosthetic training, provision of the prosthesis, and 
training in its use. 

Ignoring the psychological problem may permit it 
to become more disabling to the patient than the 
amputation itself. Treating the patient, his anxieties 
and his fears as a highly individualized complex, 
helps reassure him that he can become a happy 
and productive member of society again. Demon- 
strations of the accomplishments of other amputees 
in person or by films challenge the patient to make 
his adjustment. 

Provision of a stump optimum in length and shape 
for proper fitting of a prosthesis is essential to com- 
fortable and efficient use of an artificial limb. In 
general, the four basic amputations of the leg 
(Syme’s, the below-the-knee, Gritti-Stokes’, and the 
above-the-knee) will satisfy the requirements of the 
vast majority of leg amputations. Arm amputations 
are usually performed above the wrist, below the 
elbow, and above the elbow. For specific cases 
special procedures such as the Krukenberg operation 
or kineplasty are desirable. 

Systematic after-care of the stump aims at the 
prevention of contractures and the development of 
strong, painless, and properly shrunken stumps for 
optimum prosthesis satisfaction. Complete pre- 
prosthetic training under supervision of competent 
physical therapists can mean the difference between 
poor and excellent adjustment to the artificial limb. 
The physician needs to aid in the selection of the 
most suitable limb and the fitting of it for maximum 





82 INTERNATIONAL ABSTRACTS OF SURGERY 


comfort and utility. The amputee cannot be ex- 
pected to become adept in the use of an artificial 
limb without professional instruction. A 4-week 
training program usually suffices for a single leg 
amputee. Somewhat longer time is necessary for the 
patient who has lost both legs. 

Rehabilitation must include personal and voca- 
tional adjustments until the patient has received all 
the restoration of which he is capable. Education of 
the public to the potentialities of the amputee is one 
of the major aims of rehabilitation. The community 
co-operation is necessary in combination with the 
efforts of the professional team in rebuilding the 
patient to economic independence and social satis- 
faction. Frances E. BRENNECKE, M.D. 


“Trigger-Thumb” Simulating Paralysis. ANDREW 


ZINOVIEFF. Brit. M. J. 1952, 2: 199. 


Two cases of trigger thumb in adults with spon- 
taneous recovery in 12 to 18 months are reported. 
Whereas the lesion presents as a flexed deformity of 
the distal joint in the child, in these adults the joint 
was fixed in extension. Hysterical paralysis was 
suspected in each case. 

The pathology is declared to be an enlargement of 
the tendon within the sheath at the level of the 
metacarpophalangeal joint. In contrast to this, in 
stenosing tenovaginitis of the de Quervain type, the 
primary defect is the inflammation of the sheath. 

The recommended treatment is vaginotomy of the 
tendon sheath; however, prolonged effort at thumb 
flexion will eventually succeed. Physical therapy is of 
no value; only active thumb flexion is useful. 

DANIEL H. LEvInTHAL, M.D. 


Experimental Investigations into the Physical 
Properties of the Intervertebral Disc. W. J. 
Vircin. J. Bone Surg., 1951, 33-B: 607. 


The author in a series of experiments points out 
certain observations of the elastic properties of 
intervertebral discs. These observations were made 
on cadaveric material with the disc being subjected 
to successive increments of compressive force. 
Under compressive force the discs showed some- 
what the same elastic properties as shown by steel, 
except when the end point of elasticity was reached; 
the disc still retained some power of recovery with 
rest. As the discs were first loaded and then unload- 
ed, they showed physical properties of a viscous 
elastic structure corresponding to those of organic 
substances which have a modulus increasing with 
load, rather than one in which the load and ex- 
tension are proportional (metal). 

Under maximal loading, cracks or splits in the 
annulus fibrosus appeared. However, true hernia- 
tions were relatively rare even under heavy stress- 
es, and the author concludes that such occur only 
in discs in which degenerative changes are well ad- 
vanced. An incision made prior to subjecting the 
disc to stress and deepened into the central part of 
the disc appeared to have no effect on its elastic 
properties and there was apparently no tendency 


for the contents of the disc to herniate through 
these splits. In order to produce any appreciable 
effect upon the elasticity of the disc, it was neces- 
sary to make a complete U-shaped or Z-shaped in- 
cision through the annulus. 

Epcar L. Ratston, M.D 


Scoliosis Complicated by Paraplegia. Samvuet Ktern- 
BERG and ABRAHAM KapLan. J. Bone Surg., 1952, 
34-A: 162. 


The authors previously had reported 46 cases 
of scoliosis complicated by paraplegia. The ma- 
jority (37) of the patients were in their teens, 3 
were under 10 years of age, and 6 were in their 
early 20's. 

The occurrence of paralysis in 2 of the 3 patients 
in the first decade of life may be explained on the 
basis of a sudden worsening of the deformity, es- 
pecially of the congenital variety. It is now well 
established that a nonidiopathic scoliosis—such as 
a paralytic or other neurogenic curvature or the 
scoliosis associated with osteogenesis imperfecta, 
neurofibromatosis, or dystonia musculorum—may 
increase at any age. 

The case reported in this article was of unusual 
interest because, although the scoliosis was appar- 
ently of idiopathic variety, in which there was 
rarely any increase of the deformity after puberty, 
the paralysis did not appear until the patient was 
38 years old. The history also shows that he had 
not had any change of occupation, did not have 
to do laborious work, was not subjected to inordi- 
nately long hours of work, and had not suffered 
from any exhausting illness. So far as could be de- 
termined there was no unbalancing force, mechan- 
ical or otherwise, which could be held responsible 
for a sudden increase in the deformity and result- 
ant paralysis. 

A male (43 years old) had begun, 5 years before 
his examination at the hospital, to have a gradual 
onset of stiffness and weakness in the right leg. 
The disability progressively increased, so that 2 
years later he had to give up his job and take ona 
sedentary position as an operator of a sewing ma- 
chine. He worked 8 hours a day, and had suffi- 
cient strength in his right leg to push and control 
the pedal of the machine. However, unaided walk- 
ing became more difficult. 

Examination showed that the patient was a 
well built man, presenting a severe right dorsal 
kyphoscoliosis. He walked without assistance, but 
with great difficulty, dragging his right leg. The 
gait was markedly spastic. There was moderate 
deviation, but a marked rotation deformity with 
great prominence of the ribs and scapula was ob- 
served on the right side. The roentgenogram 
showed a right dorsal scoliosis with wedging of 
the fourth, fifth, and sixth thoracic vertebrae. 

Neurologically, this patient presented motor, 
sensory, and reflex changes. He had definite weak- 
ness of the muscles in both lower limbs, much more 
marked on the right side. He was able to elevate 
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the right lower extremity from the examining table 
but could not maintain the elevated position for 
more than a few seconds. There was a distinct 
atrophy of the right thigh and calf muscles. The 
sensory changes began at the fourth thoracic ver- 
tebra. Hyperesthesia and hypesthesia were pres- 
ent below the fifth thoracic vertebra. All modali- 
ties were equally affected, more markedly in the 
right limb than in the left. The abdominal re- 
flexes were absent. There were bilateral patholog- 
ical reflexes. There was a bilateral Babinski re- 
flex, an inexhaustible right ankle clonus, and an 
exhaustible left ankle colonus. 

A bilateral laminectomy was done, to expose the 
spinal cord from the second to the sixth thoracic 
vertebrae. The upper and lower portions of the 
exposed segment of the cord formed an angle of 
about 150 degrees. At the apex of the angle, the 
cord was markedly constricted. The cord pulsated 
above the constriction but not below it. A catheter 
directed upward met an obstruction; when directed 
downward the catheter moved freely. The dura 
was opened more extensively and arachnoid ad- 
hesions were found; these had formed a barrier to 
the passage of the catheter. When the dura had 
been freely cut and the arachnoid adhesions and 
the bony spur removed, the cord derotated so that 


the nerve roots appeared to be more nearly in the 
same coronal plane. A liberal amount of bone was 
removed in both lateral directions so that the cord 
finally lay quite free from any pressure. The dura 
was left open. This has, in the past, been found to 
be an indispensable part of the technique. Gelfoam 
was used to cover the cord. After careful hemo- 
stasis and irrigation with penicillin the wound was 
closed in layers. 

The patient did well for a time but several 
months after the operation both lower extremities 
felt weak, stiff, and shaky, and he was worse than 
before the operation. However, a year following 
the operation the patient improved and was able 
to walk without a cane. He had no spasticity in 
the left lower extremity and greatly diminished 
spasticity in the right extremity. He felt so en- 
couraged that he was about to return to his former 
employment. 

In conclusion, it is emphasized that as soon as a 
case of structural scoliosis shows signs of cord com- 
pression, an adequate decompression laminectomy 
should be promptly performed and the area of com- 
pression should be thoroughly explored for such 
compressive elements as a spur of bone, a tight dural 
band, or taut nerve roots. 

C. Frep GOERINGER, M.D. 
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BLOOD VESSELS 


Direct and Retrograde Aortography. Ratpu A. DE- 
TERLING, JR. Surgery, 1952, 31: 88. 


A detailed description of the techniques by which 
blood vessels have been visualized in the past is 
presented, together with a comparative evaluation 
of the various contrast media used. Studies in ex- 
perimental animals and in patients revealed a con- 
sistent pattern of vasomotor response to intra-aortic 
injection of the different contrast media—thorotrast, 
diodrast, sodium iodide, and neo-iopax. There was, 
however, a considerable difference in the intensity of 
the cardiovascular effects, sodium iodide producing 
the greatest effects. 

The technique for direct translumbar aortography 
was reported by dos Santos in 1929. With the pas- 
sage of time, the technique has remained essentially 
unchanged. The variations have been in the choice 
of anesthesia, in the use of leg tourniquets and pres- 
sure injection devices, and in the contrast media 
used. The Wagner modification, utilizing pentothal 
sodium anesthesia and the injection of sodium iodide 
by hand syringe has been used successfully, but the 
author foresees greater advantages and safety ina 
technique involving the use of local anesthesia and 
an organic iodide. Among 55 patients studied jby 
the Surgical Service and more than 4o studied by 
the Urological Service, there were no fatalities. 
Transient encephalopathy was noted in 2 patients 
and chemical neuritis in 3, all of whom received 80 
per cent sodium iodide. 

Retrograde abdominal aortography appeared to 
have no advantages over the direct translumbar 
method, and there were definite disadvantages. 

In visualizing the thoracic aorta, the direct ap- 
proach has been less commonly used than the retro- 
grade method. The organic iodide compounds have 
been most satisfactory, being injected via needle or 
catheter introduced into the arteries of the upper 
extremity or the common carotid artery. Poor 
visualization and one related fatality were experi- 
enced in 3 cases in which diodrast was injected 
through a catheter into the thoracic aorta via the 
ulnar artery. Excellent visualization, but 2 serious 
complications resulted from the use of a catheter 
into the left common carotid artery of 12 patients. 
Although the author is not completely satisfied with 
his experiences in the retrograde visualization of the 
thoracic aorta, he is not desirous of employing the 
direct needle puncture technique. 

Rosert A. NaBatorF, M.D. 


Intrasaccular Wiring of Abdominoarteriosclerotic 
Aortic Aneurysms by the ‘‘Pack’’ Method. Ros- 
ERT R. LINTON. Angiology, 1951, 2: 485. 


The author presents his method of intrasaccular 
wiring of abdominal arteriosclerotic aortic aneurysm. 
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He uses the type of wiring trocar introduced by 
Blakemore. With this trocar he is able to insert 
rapidly many hundreds of feet of 30-gauge stainless 
steel wire. It is important to introduce laterally 
hundreds of feet of wire to successfully obliterate the 
wide channels in the aortic aneurysm. Many pre- 
vious unsuccessful attempts to control aortic aneu- 
rysm with wiring have undoubtedly been due to the 
failure to introduce sufficient amounts of the wire. 

The author has also learned that he can pack 
much more wire into the aneurysm by introducing 
the wire through multiple puncture wounds. This 
multiple puncture method has enabled him to pass 
far greater lengths of wire and has decreased the ex- 
pansile pulsations seen at surgery to a greater de- 
gree. The wiring procedure was carried out in 22 
patients. The smallest amount that was introduced 
was 100 feet and the greatest amount was 96s feet. 
The mean footage for all the cases was 307 feet. 
The number of feet of wiring that was inserted usually 
indicated the size of the aneurysmal sac. 

The wiring of the abdominal aneurysm can be per- 
formed most effectively by direct exposure of the 
aneurysm through a transabdominal incision. In 
this way it is possible to completely feel the aneurys- 
mal sac, to palpate it, and so determine the com- 
pleteness of the wiring. At the same time the ab- 
dominal cavities can be explored for other disease 
than the aneurysm itself, which may be the cause of 
the patient’s condition. 

The results have not been as good as believed can 
be obtained, since it is only in the last year that com- 
plete filling of the aneurysm by the multiple punc- 
ture method has been utilized. The results in the 
present group of cases were superior to those in the 
earlier group. 

It is interesting that wiring can be accomplished 
after a rupture occurs, as ruptures frequently are 
small and bleed slowly. Wiring was done in 6 pa- 
tients after rupture occurred. Three patients died 
from secondary rupture within 1 week, while 2 lived 
14 and 18 months, respectively. One patient has 
survived 2% years, and has been wired again be- 
cause of a second rupture. 

Seventeen patients in whom the wiring was per- 
formed survived the procedure. Three (18%) died 
within a year. Three others (18%) died approxi- 
mately 114 years afterwards. One patient (6%) 
lived 214 years. Ten patients are still alive at the 
time of this report, and in 8 of these, less than 1 year 
has elapsed since wiring. Of the 17 patients who 
survived, it could be said that at least 15 were bene- 
fited, at least temporarily, by relief of pain and only 
2 were not benefited. 

The author believes that treatment should be in- 
stituted as soon as the diagnosis is made rather than 
deferred until a huge sac is formed or until rupture 
occurs. Epmunpb R. DonocuueE, M.D. 
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Fig. 1 (Freeman, Leeds). Technique of vein inlay graft. a, Incision and operative 
exposure, lower abdominal aorta. b, Vein graft laid in aorta and fastened loosely with 


interrupted sutures of 5-0 deknatel. c, 


Closure of abdominal aorta by continuous 


over-and-over stitch of 5-o deknatel from below up and above down, and a series of 
interrupted figure-of-eight stitches in selected locations. d, Injection of a cushion of 
whole blood into space between vein graft and the aortic wall at a pressure equal to 


one-half that of the systolic blood pressure. 


Vein Inlay Graft in the Treatment of Aneurysms 
and Thrombosis of the Abdominal Aorta. 
NorMAN E. FREEMAN and FRANK H. LEEps. 
Angiology, 1951, 2: 579. 

Aneurysms of the abdominal aorta are today gen- 
erally due to arteriosclerosis. These lesions are usual- 
ly found below the level of the renal vessels and 
frequently involve the bifurcation of the aorta. 
Another arteriosclerotic lesion which all too fre- 
quently involves the bifurcation of the aorta is 
thrombosis. The thrombotic obliteration of the 
terminal aorta has been described in classic articles 
by Leriche. 

Because so many of the previously tried proce- 
dures have had such a limited success the authors 
have sought a new approach, that of bridging the 
defect with a vein graft which would be supported 
by the aneurysm. 

The technique employed was a modification of 
Blakemore’s restorative endoaneurysmorrhaphy by 
vein inlay graft and nonsuture technique. 

After adequate hemostasis, the aorta is opened 
longitudinally. The vein graft is obtained from 


either the left iliac or the right jugular vein, the 
bifurcation of the iliac or the junction of the jugular 
being taken with the common facial so as to have 
a graft to fit into the bifurcation of the aorta. 
The vein graft is laid in the aorta and fastened with 
4 to 6 sutures above and 3 sutures below at each 
iliac vessel. The sutures are of silk No. 5-0 and are 
placed from the outside in through the wall of the 
main artery, the intima being everted through the 
vein and out again through the arterial wall. These 
sutures are tied on the outside of the vessel. The 
opening in the aorta is then closed with a continuous 
over-and-over stitch from below up and above down, 
and a series of interrupted figure-of-eight stitches in 
selected locations. Deknatel No. 5-o sutures are 
used here also. At all times the vessel and the 
graft are carefully irrigated with a solution of 
heparin and saline solution (50 mgm. to 250 c.c.). 
Whole blood is then injected into the space between 
the vein graft and the aortic wall at a pressure equal 
to one-half that of the systolic blood pressure. The 
clamps are then removed in order, one iliac clamp, 
then the other, and, finally, the main aortic clamp. 
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These grafts were inserted into the bifurcation of 
the abdominal aorta in 3 patients. In 2 patients the 
indication was aneurysm of the abdominal aorta. 
One of these 2 patients is alive and well with com- 
plete restoration of the circulation to his extremi- 
ties. In the other, death occurred 4 days after the 
operation from myocardial failure. In the third pa- 
tient the indication was thrombosis of the bifurcation 
of the abdominal aorta. This patient has only re- 
cently been subjected to surgery, and so far the result 
is excellent. Epmvunp R. DonocuvE, M.D. 


The Technique of Translumbar Arteriography. 
Parke G. Situ, T. W. Rusu, and Artuur T. 
Evans. J. Am. M. Ass., 1952, 148: 255. 


Visualization of the abdominal aorta and its 
branches is an extremely valuable adjunct in the 
diagnosis of many renal lesions, lesions of the ab- 
dominal arteries including the aorta, some lesions of 
the femoral and popliteal arteries, and even in the 
localization of the position of the placenta. 

In the authors’ hands it has been a safe procedure, 
with no mortality or significant morbidity attendant 
upon more than 1,000 aortic punctures. 

The preoperative regimen consists of enemas, 8 
and 2 hours before the procedure, respectively, 
nothing by mouth for 8 hours before the operation, 
and morphine and atropine 1 hour before the pro- 
cedure. A scout film is taken of the lower thorax 
and the lumbar and sacral areas; it is over-exposed 
by from 3 to 6 kilovolts more than would be used for 
an intravenous pvelogram. The optimum exposure 
time is 0.10 second. The left lumbar area is scrubbed 
and draped. A to-c.c. syringe is used for the con- 
trast medium and is connected with the 15-cm. 
18-gauge needle by plastic tubing of the type used in 
commercial intravenous sets, through adapters to 
which the tubing is bound by No. 32 steel wire. The 
svringe barrel is filled with about 12 c.c. of the 
medium, and the tubing and adapters are cleared of 
air bubbles. When the scout film has been seen, the 
patient’s position is adjusted and he is anesthetized 
with thiopental sodium. The needle is inserted 8 
cm. to the left of the spinous processes at the lower 
edge of the twelfth rib. It is passed ventrally, medi- 
ally, and superiorly to the body of the twelfth 
thoracic vertebra. When it makes contact with the 
body of the vertebra, it is withdrawn 2 to 3 cm. and 
again advanced, this time more ventrally. This is 
done several times so that the tip of the needle 
moves in steplike fashion down the body until it 
passes under the anterior left edge of the twelfth 
vertebra. The stylet is then removed and the needle 
advanced from o.5 to 1.0 cm. so that it enters the 
aorta. This entrance will be signaled by a release of 
the resistance of the aortic wall and by dripping of 
blood from the needle. The tubing is then attached 
and observed for retrograde flow and pulsation of a 
column of blood. The rotary anodes of the x-ray 
apparatus are started and the injection is begun. 
The 12 c.c. are injected in from 1.5 to 2.5 seconds. 
As the last bit of medium is being injected the first 
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film is exposed to obtain an arteriogram. The needle 
is immediately removed and as quickly as possible 
another film is made to obtain a nephrogram. The 
patient is then placed on the stretcher in the supine 
position. 

The authors stress several safety measures, 
Among them are the use of acceptable nontoxic 
iodides for contrast media (such as 75 per cent 
sodium iodomethamate and 70 per cent iodopyracet), 
the wearing of a lead apron by the operator, and the 
insertion of the needle no lower than the upper edge 
of the first lumbar vertebra. Insertion into the aorta 
at a lower point may cause entry into the celiac axis 
or superior mesenteric artery with consequent 
thrombosis. BENJAMIN F. LounsBury M.D. 


The Physiology and Relief of Traumatic Arterial 
Spasm. J. B. Kinmontu. Brit. M.J., 1952, 2: 59. 


The studies reported in this presentation were 
concerned with the causes of arterial spasm or al- 
teration in the size of the large arteries, and with 
the cure of arterial spasm. Most of the investiga- 
tions were made in the laboratory. 

The tourniquet experiments of Trueta were re- 
peated by the author and shrinking of the arterial 
tree on the opposite side was found to occur. These 
experiments were repeated after bilateral lumbar 
sympathectomy or denervation of the hind limb. 
The same shrinking occurred provided the blood 
pressure fell. This suggested that a gradual fall 
in the blood pressure might cause such a decrease 
in the arterial size independently of the presence of 
intact nerve pathways. Further work was done 
with substances to produce a blood pressure fall 
and diminution in the arterial size occurred. 

The concept of the nervous are was further in- 
vestigated by stimulation of the artery directly 
and of the lumbar nerves in the same way. It was 
believed, therefore, that traumatic arterial spasm 
is due to mechanical stimulation of the vessel wall 
itself. 

Methods of relieving arterial spasm were then 
investigated experimentally on rabbits. Papav- 
erine, procaine, caffeine, priscol, heparin, and ben- 
zodioxane were applied in solution directly to the 
femoral vessel after mechanical stimulation caused 
contraction. The changes were observed and the 
alterations in vessel size were measured. Papav- 
erine consistently produced relaxation; procaine 
and caffeine were the next most successful drugs. 

These studies suggested a regimen for clinical 
application. The artery was to be exposed and 
the presence of spasm determined. If it was pres- 
ent, the artery was covered with a 2.5 per cent 
solution of papaverine sulfate for a few minutes 
until relaxation occurred. If relaxation did not 
occur in 10 to 15 minutes, the wound was loosely 
closed with a fine polythene tube down to the ar- 
tery for the instillation of 1 per cent papaverine 
at intervals until the circulation was restored. This 
plan was tried in 2 patients and relaxation occurred 
in both. Donatp C. Geist, M.D. 

















Accidental Incision of an Aneurysm of the Left 
Common Carotid Artery. MArk H. WILLIAMs. 
Ann. Surg., 1952, 135: 267. 

A case of accidental incision of a false aneurysm 
of the left common carotid at the thoracic inlet is 
reported. Prompt hemostasis was obtained by 
packing, and this was followed by excision of the 
aneurysm through a combined thoracocervical ap- 
proach. The technical aspects of the operation are 
illustrated and described, and the indications for a 
“combined approach” to the thoracic inlet are 
discussed. Ery Exxiorr Lazarus, M.D. 


Artificial Ductus Arteriosus in a Dog with Second- 
ary Hypertension in the Pulmonary Artery. 
G. Exstr6m, C.-A. EkMAN, and T. M6LLER. Acta 
chir. scand., 1951, 102: 296. 


In order to shed some light on the symptoms and 
the pathologic physiology in cases of wide patent 
ductus arteriosus, experiments on dogs were con- 
ducted. After the pressure and oxygen saturation 
in the lesser circulation had been determined, an 
artificial ductus arteriosus was established—an anas- 
tomosis between the aorta and the left pulmonary 
artery. The object was to observe the differences in 
pressure and oxygen saturation after operation, by 
means of repeated cardiac catheterization. 

A case is reported in which a markedly wide arti- 
ficial ductus arteriosus resulted in pulmonary hyper- 
tension. Two months after operation the pressure 
in the pulmonary artery had increased to four times 
its original measurement. 

The continuous murmur in patent ductus arterio- 
sus may change into a systolic murmur, as a possible 
result of a reduction in pressure between the aorta 
and the pulmonary artery. SAMUEL Kaun, M.D. 


The Silicone-Tube Coagulation Time as an Aid in 
the Diagnosis of Phlebothrombosis. Rosert S. 
McCLEERY, JOHN A. YARBOROUGH, and MICHAEL G. 
WEIDNER, JR. Surgery, 1952, 31: 28. 


Previous attempts to correlate postoperative phle- 
hothrombosis with changes in circulating prothrom- 
bin, blood viscosity, and the Lee-White coagulation 
time, and with the presence of fibrinogen B have 
been inconclusive. A coagulation time measurement 
with a more precise end-point and a wider range of 
normal readings is made with silicone-coated test 
tubes. Most normal bloods clot in 1 to 114 hours 
with this technique; 45 minutes is taken as the divi- 
sion between normal and increased coagulability. 

A total number of 273 patients selected from a 
larger general surgical group (because of their pre- 
sumed greater chances to develop phlebothrombosis) 
were studied before and after surgery with silicone 
tube coagulation time measurements, and other 
tests. Eighteen of the 273 patients developed venous 
thromboses; 17 of these had silicone tube coagulation 
times of 45 minutes or less on the day the throm- 
boses were diagnosed. One patient’s time was 50 
minutes at the time of diagnosis, but fell to 40 min- 
utes 12 hours later. 
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None of the 255 patients who did not have phlebo- 
thrombosis had silicone tube coagulation times under 
50 minutes; and over three-quarters of these never 
went below 60 to 89 minutes. 

There was so much variability in the day-to-day 
postoperative clotting times that a falling or rising 
curve had no value in determining who would or 
would not develop phlebothrombosis. However, 
when there are leg symptoms or signs that are equiv- 
ocal, the low silicone tube time confirms, and a high 
time denies a presumptive diagnosis of phlebothrom- 
bosis, with great accuracy. None of 47 patients who 
had mild leg signs that might have been taken as 
indications of venous thrombosis, but who had nor- 
mal silicone tube coagulation times, developed fur- 
ther evidence of thrombosis. No treatment for phle- 
bothrombosis was applied to any of those 47 patients. 

The value of the test for early diagnosis of venous 
thrombosis is indicated by the above, and other sim- 
ilar data. False positive diagnoses are difficult to 
assess if treatment is begun shortly after the diag- 
nosis is made. However, that is not as important 
clinically as the occurrence of false negatives. It is 
the low incidence of the latter which makes the test 
valuable. False negatives can be lessened by observ- 
ing serial tests. If the clotting times remain normal 
during 3 days of symptoms, reliance had better be 
placed on clinical diagnosis alone. Usually, clinical 
diagnosis is clear cut for that long after onset of the 
disease. LEeonarD D. RosENMAN, M.D. 


Sequelae of Deep Thrombosis in the Lower Limbs. 
I. C. HéjensGArp. Angiology, 1952, 3: 42. 


It has become common knowledge that deep 
thrombosis is followed by serious sequelae which in- 
clude not only pulmonary embolism but also a dis- 
abling postthrombotic syndrome (edema, varicose 
veins, eczema, and ulcers). The author discusses the 
type of sequelae, the mode and time of onset, and 
the possibilities of full recovery. His material is de- 
rived from a carefully selected group of patients who 
were treated on the Obstetrical Service of the Uni- 
versity Hospital, Copenhagen, in the period from 
1928 to 1946. 

The treatment consisted of immobilization with 
strict bed rest and wire splinting, elevation, oil or 
cotton-wool dressing, and no anticoagulants. One 
hundred and nine patients were re-examined. The 
criteria for deep thrombosis were extensive edema 
of the lower limbs, pulmonary embolism, and pro- 
longed hospitalization for “phlebitis.” Grouped ac- 
cording to these criteria the series comprised 92 
limbs (57 patients) with definite deep thrombosis, 23 
limbs with doubtful deep thrombosis, 37 limbs with 
superficial phlebitis, and 7 patients with presumably 
pelvic thrombosis. In 24 of the 57 patients with 
definite deep thrombosis, embolism occurred. The 
average age of the patients was between 32 and 34 
years, and there was a larger number of abnormal 
(34) than normal (23) deliveries. Thrombosis was 
followed by serious sequelae in the great majority: 
only 1o limbs (11%) were symptom-free, and of 
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these, 3 were without objective signs; the remaining 7 
presented varicosities, edema, or both. The other 89 
per cent suffered from pronounced, often disabling, 
subjective symptoms. Of all the re-examined limbs, 
87 per cent were heavy and fatigued, 80 per cent 
presented edema, and 28 per cent ulceration; 44 
per cent required elastic stockings all the time. 

In 1942 Bauer described the development of the 
postthrombotic syndrome with primary improve- 
ment after the acute thrombosis followed by a 
secondary progressive exacerbation in almost every 
case. The present material bears this out: improve- 
ment occurred during the first year and was followed 
by exacerbation during the next 5 years. This in- 
cluded the development of ulcers. Complaints 
reached their maximum during the first 5 years after 
thrombosis, following which the condition became 
slowly aggravated or remained stationary. Definite 
improvement did not appear to take place in the 
course of time, except with regard to the incidence 
of pain. Varicose veins became progressively more 
frequent. ALBERT M. Scuwartz, M.D. 


Internal Jugular Phlebectasia. WALTER H. GErwic, 
Jr. Ann. Surg., 1952, 135: 130. 


Phlebectasia of the internal jugular is an abnormal 
fusiform dilatation of this vein, differing from 
“varix’” and “varicose vein” which simply imply 
tortuosity. Emphasis is stressed as to the apparent 
rarity of the condition. 

A case is reported in detail. The diagnosis is made 
chiefly by a careful process of elimination and is not 
too difficult because this type of neck swelling 
possesses certain characteristics peculiar to it alone. 
It is believed that the case reported by the author 
is the first to appear in the domestic literature and 
the second in the world literature. Two other cases 
that bear some consideration are discussed in order 
to exclude them because of the lack of evidence to 
indicate that they were true cases of symptomatic 
phlebectasia of the internal jugular vein. 

The possible causative factors are mentioned and 
treatment is suggested. A condition described as 
true diffuse phlebectasia is discussed so that this 
term will not be confused with internal jugular 
phlebectasia. Joun J. MAtoney, M.D. ° 


Vascular Spasm. G. W. Pickerinc. Lancet, Lond., 
1951, 261: 845. 

At the present time the idea that vascular spasm 
produces the manifestations of disease is entertained 
too freely and too uncritically. It is the author’s 
purpose to show how closely organic vascular nar- 
rowing or occlusion may mimic vascular spasm, and 
to show that true spasm is a rare, rather than a 
common, condition. 

All blood vessels have the power of contraction. 
Such contraction occurring under ordinary circum- 
stances is termed vasoconstriction; greater constric- 
tion constitutes spasm. 

The importance of spasm of the vessels as a factor 
in disease is questionable. The skin temperature of 








a limb in a healthy person or in one with organic 
arterial occlusion rises after release of sympathetic 
vasoconstrictor tone. 

The statement is often made that the degree of 
increase in the skin temperature of the patient with 
occlusive arterial disease of the limbs (thrombo- 
angiitis obliterans, or atheroma) indicates the degree 
of spasm initially present. That this is not true is 
shown by the greater rise in the limb of healthy 
persons with release of sympathetic vasoconstrictor 
tone. Therefore, one would have to accept the in- 
ference that the normal limb had even a greater 
amount of spasm. The author believes that this 
phenomenon merely indicates how much the blood 
flow can be increased by removing sympathetic 
tone, not how much spasm is present. 

Acrocyanosis, Raynaud’s disease, and injury to an 
extremity are three examples of recognized vascular 
spasm. From a study of spasm in these conditions, 
the following conclusions may be drawn: 

1. A number of conditions in which the abnor- 
mality is essentially a tissue change within the artery 
may resemble arterial spasm. 

2. Spasm, when occurring, is a response to a well- 
defined stimulus, such as cold or trauma, which will 
produce contraction of any vessel. 

In some cases of Raynaud’s disease, an inherited 
peculiarity endows the digital arteries with unduly 
intense constriction to cold. Any artery adequately 
stimulated mechanically will probably go into spasm. 

The conception of vascular spasm of the retina 
has likewise been entertained too freely. Cases of 
irregularities in the caliber of the vessels, as seen in 
hypertension, probably represent organic vascular 
changes rather than spasm. In other instances, 
retinal arteries have been observed to become tem- 
porarily bloodless over a stretch and the distal blood 
flow has stopped. Localized vascular spasm does not 
appear to be the phenomenon in these cases, since 
no stimulus has been determined, and arteries do 
not contract violently except in response to a defi- 
nite stimulus. 

Attacks of transient paralysis in patients with es- 
sential hypertension cannot be attributed to cerebro- 
arterial spasm. The attacks occur without any pre- 
cipitating factor or loss of consciousness. If the 
transient hemiplegia, hemianopsia, or asphasia re- 
sults from spasm of the appropriate artery, the 
other cerebral arteries must remain fully patent. 
The necessary stimulus, which must be quite local, 
cannot be defined. 

Moreover, the cerebral arteries are among the 
least reactive in the body, being thin-walled and 
having little muscle. That a sudden and transient 
focal loss of cerebral function may be caused by 
organic occlusion of a cerebral artery is in conform- 
ity with vascular behavior, whereas the concept of 
cerebral vascular spasm is not. 

The theory of vascular spasm of the coronary 
arteries need not be invoked to explain anginal pain. 
Angina of effort can be adequately explained by the 
assumption that blood flow to an area of heart 














muscle cannot be increased beyond a certain point 
bv exercise. The pain results from an accumulation 
of metabolites released by the contracting muscle at 
a rate greater than the capacity of the vessels to 
remove them. 

The effects of nitrites or of previous exercise in 
increasing the exercise tolerance of some subjects 
can be attributed to a dilator effect of the drug or of 
the metabolites, respectively, on the arteries, not at 
the site of obstruction, but on the small collateral 
vessels through which the main supply of the ische- 
mic area is derived at peak loads. 

Only in two instances is the idea that spasm plays 
a role in angina supported by documented facts, 
namely, the type of angina that occurs in patients 
with aortic regurgitation, and that occurring as a 
result of smoking. Epmunp R. DonocuugE, M.D. 


BLOOD; TRANSFUSION 


The Use of Intrailiac Blood Transfusion in Cases of 
Impassable Veins (Ueber die Anwendung der in- 
trailiacalen Bluttransfusion bei unwegsamen Venen). 
GUENTER AMMON. Chirurg, 1951, 22: 206. 


Many times blood transfusion by the intravenous 
route is difficult or impossible. 

Blood vessel collapse and indefinable and throm- 
bosed veins of the extremities are the chief difficul- 
ties that prevent intravenous blood transfusion. 
During the last World War, blood vessel collapse 
was often encountered following extensive battle 
wounds and in cases of excessive blood loss. Intra- 
venous blood transfusion was made impossible. 

In emergencies, many substitute methods for in- 
travenous blood transfusions have been employed, 
such as the intrasternal, intra-arterial, intracardiac, 
intratibial, and intracorpus cavernosa methods. 

Intrailiac blood transfusion was first used by the 
author in a case of blood vessel collapse in a 54-year- 
old woman in postoperative shock. In a short time, 
420 c.c. of blood were injected into the patient with 
marked improvement in her general condition. 

Since this initial intrailiac blood transfusion, the 
author has used this method in 22 cases and has 
experienced only 2 failures. He uses the following 
procedure: 

A point one fingerbreadth above the anterosuperior 
iliac spine is chosen for the point of introduction of 
the transfusion cannula. The skin at this point is 
cleansed surgically and anesthetized with 2 per cent 
novocain solution. A stout, staunch cannula is in- 
serted at the selected point in a downward direction. 
The belly wall and the abdominal contents are 
pushed upward out of the way by the other hand. 
The cannula is then thrust into the bone with a 
boring motion of the hand till it is finally placed. 
The cannula is then driven 1 to 2 cm. deeper with a 
wooden hammer and at the moment that-it enters 
the spongiosa, a distinct giving away of resistance is 
noted. The cannula with plunger is then in place. 

To prove that the cannula is at the right depth, 
10 cm. of physiologic salt solution are injected into 
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the spongiosa. After this proof, blood is transfused 
into the spongiosa, 20 c.c. at one time. After trans- 
fusion of the desired amount of blood (500 c.c. or 
more), the overlying skin is surgically cleansed to 
prevent infection. 

The method is painless and time-saving. 

The contraindications to this method of blood 
transfusion are inflammation of the skin and soft 
tissues at the point of introduction of the cannula 
and suppurating wounds of the lower abdomen and 
lower extremities. 

In the author’s 22 cases of intrailiac blood trans- 
fusion, indication for this method was absolute ina- 
bility to carry out intravenous blood transfusion on 
account of blood vessel collapse and severe shock. 

This method was used by the author in cases of 
gastric resection, removal of renal tumors, repair of 
the abdominal wall, cholecystectomy, fractures of 
the neck of the femur, and amputations. 

. In 2 cases intrailiac transfusion was performed 3 
times on the same patient. Following these trans- 
fusions the blood picture was markedly improved. 

The author considers the intrailiac method of 
blood transfusion as practicable and without danger. 
It is indicated in cases in which intravenous blood 
transfusion is impossible or impracticable. 

BLACKWELL MARKHAM, M.D. 


Fatal Transfusion Reactions from Massive Bacte- 
rial Contamination of Blood. Craic W. BorDEN 
and WENDELL H. Haiti. N. England J. M., 1951, 
245: 760. 

Detailed descriptions of the essential features of 
accidents resulting from the administration of con- 
taminated blood are lacking in the literature. 

The administration of contaminated blood pro- 
duces a characteristic clinical syndrome that may be 
incorrectly interpreted. There is reason to believe 
that transfusion reactions due to bacterial contami- 
nation have occurred more frequently than is real- 
ized. The actual incidence of such reactions can 
never be assessed if these accidents are not recog- 
nized and reported. The authors present 2 cases of 
fatal reactions from transfusions of grossly contami- 
nated blood. 

The first case occurred in a 23-year-old Indian 
who entered the hospital with a generalized pyoder- 
ma of 2 weeks’ duration. His general condition im- 
proved in the hospital but an anemia persisted. He 
was given a transfusion of compatible Group A, D- 
positive blood. One hour and 5 minutes after the 
administration of 375 c.c., the patient had a violent 
chill lasting 40 minutes. His temperature rose to 
104 degrees F., and the pulse rate to 160; the blood 
pressure fell to 60/o. A urine specimen obtained 1 
hour and 50 minutes from the beginning of the trans- 
fusion contained no hemoglobin. The plasma hemo- 
globin concentration was 6 mgm. per 100 C.c., a value 
that eliminated intravascular hemolysis as the cause 
of the reaction. The patient was nauseated and de- 
veloped vomiting and watery diarrhea. Both emesis 
and stool contained streaks of blood. The pulse and 
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blood pressure could not be obtained at the end of 4 
hours, although the patient was mentally alert. His 
extremities were warm and slightly moist. The cir- 
culatory collapse did not respond to supportive ther- 
apy and he died 6% hours after the transfusion was 
begun. 

The second patient received a transfusion of com- 
patible Group O, D-positive blood during the course 
of an operation for a herniated intervertebral disc. 
During surgery no untoward reaction was observed 
and the blood pressure was 115/55. One hour after 
the patient was returned to bed the blood pressure 
fell to 70/40. The pulse was 110 and the tempera- 
ture was 102 degrees F. The fingers and hands were 
cyanosed. Plasma and urine hemoglobin determina- 
tions were normal. 

Parenterally administered fluids and an additional 
700 c.c. of whole blood failed to elevate the blood 
pressure. Neosynephrine given intravenously raised 
the pressure to normal once, but was ineffective 
thereafter. The following day the contents of the 
bottle were examined and found to be loaded with 
gram-negative bacilli. Penicillin and streptomycin 
were given. The rectal temperature fell from 103 to 


roo degrees F., and rose again the next day to 104 
degrees F. The patient was restless, apprehensive 
and, at times, disorientated, the respirations were 
rapid and shallow, and the pulse was weak and 
thready. The extremities were cold and cyanotic. 
A small amount of bloody mucous was passed by 
rectum. Only 50 c.c. of urine were obtained imme- 
diately after the operation and then anuria devel- 
oped. He died 60 hours after the transfusion of con- 
taminated blood. 

In serious reactions to contaminated blood that 
have been reported to date, the predominant organ- 
isms have been coliform bacilli. The probable source 
of contamination in most instances was unsterile 
glassware resulting most likely from autoclave failure. 

The prevention of gross bacterial contamination 
of blood depends primarily on elaborate controls to 
ensure sterility of bleeding equipment and storage 
bottles. Minor degrees of bacterial contamination of 
stored blood are always a possibility; they are best 
controlled by rigid asepsis in blood collection, the 
use of bottles with a hermetic seal, and continuous 
refrigeration of the stored blood. 

Epmunp R. DonocuugE, M.D. 





SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Parenteral Nutrition with a Solution Containing 
1,000 Calories per Liter. Cart O. Rice, J. H. 
STRICKLER, and Paut D. Erwin. Arch. Surg., 1952, 
64: 20. 

It has been the practice of the authors to use a 
solution containing 1,000 calories per liter almost 
routinely in the postoperative period until the pa- 
tient is able to consume adequate food, or whenever 
the patient is in need of fluid or calories. Parenteral 
nutrition with the use of the solution, in which there 
is a physiologically balanced proportion of carbohy- 
drates, amino acids, and additional calories from 
ethanol, offers a simplification of the calculation of 
the nutritional intake of the patient. If the patient 
receives 2,500 c.c. of the solution he has received 
2,500 calories, and since the numerical figures for the 
caloric and the fluid intake are the same, a glance at 
the record of parenteral fluid intake will also give 
the physician information concerning the number of 
calories received. It is the authors’ opinion that it 
is as important to keep a record of the caloric bal- 
ance as it is to record the fluid balance. 

A total of 543 liters of this solution was adminis- 
tered intravenously to 109 patients without any per- 
manent harmful effects. No greater local reaction 
in the vein was encountered than when 5 per cent 
glucose was given intravenously, although it was 
preferred to use a long intravenous polyethylene 
tube when continuous fluid administration was need- 
ed because of greater comfort for the patient. Extrav- 
asation of the solution into the subcutaneous tissues 
produced local soreness but no slough of tissue. 

The continuous intravenous administration of this 
solution has offered a method of providing the full 
nutritional requirement without overhydration of 
the patient, as shown in these preliminary studies. 
The method provides a means whereby a patient can 
be given nutrition at the same time that he is receiv- 
ing his fluid requirement. 

Nitrogen balance studies on 19 patients demon- 
strated that the most favorable results occurred 
when the solution contained 12 per cent invert sugar, 
6 per cent amino acids, and 5 per cent ethanol. 
Water balance studies indicated that the average 
gain in weight was not due to water retention. There 
was neither polyuria nor oliguria during infusion. 

Blood sugar determinations during the course of 
the intravenous infusions indicated that the blood 
sugar level does not, on the average, exceed the 
renal threshold and it does not rise as high as when 
a smaller quantity of glucose is given. 

The use of this method of feeding in 2 cases of 
biliary fistula suggests its advantage in diminishing 
the secretion of bile and allowing the irritated fistu- 
lous tract to heal. The method also offers a substi- 


tute for gastrostomy in patients who must undergo 
resections of the mandible for carcinoma and is also 
suitable for patients who must, for a short time, be 
nourished through a gastrostomy. 

Adequate parenteral nutrition in the immediate 
postoperative period, which is continued until the 
patient is able to eat, appears to aid in the mainte- 
nance of a normal electrolyte level of the blood. 

BENJAMIN GOLDMAN, M.D. 


Importance of Blood Volume Studies in the Man- 
agement of Surgical Patients. Morris J. 
NICHOLSON and FREDERICK G. JENSEN. Current 
Res. Anesth., 1952, 31: 27. 


The author discusses the importance of blood 
volumes in the management of surgical patients. A 
syndrome seen in debilitated patients is that charac- 
terized by weight loss, decreased blood volume, de- 
creased blood proteins, and increased interstitial 
fluid volume. The significant feature of surgical 
patients suffering from the syndrome is their in- 
creased susceptibility to shock, which, however, 
is correctable preoperatively by replacement (by 
transfusion, of the blood volume deficiency. Blood 
volume studies based on the patient’s normal body 
weight, when in good health, have been made by 
Clark, Nelson, Lyons, and associates. The results 
showed that the blood volume in debilitated under- 
weight patients is consistently and often rather 
drastically reduced. 

In debilitated patients there has _ generally 
existed an undetected deficiency of hemoglobin and 
a depletion of body protein. The seriousness of this 
dual deficiency priority is assigned to the fabrication 
of new hemoglobin, and there is a definite ceiling 
on the rate of this synthesis. The length of time 
required for the malnourished patient to build up 
hemoglobin following operation may well preclude 
wound healing. Tissue regeneration in the absence 
of anemia, however, is accomplished rapidly. Thus, 
immediate correction of anemia by whole blood 
transfusion theoretically assures deviation of any 
available protein to more rapidly accomplished syn- 
thesis of tissue and plasma proteins, thereby insuring 
early wound healing. 

The Evans blue dye (T1824) method for calculat- 
ing total blood volume has been used in this study. 
This method allows for accurate replacement of 
blood volume deficit before and after surgery. 

The author points out that the correction of blood 
deficiency by blood transfusion is the most important 
factor in preoperative preparation of these mal- 
nourished, debilitated and underweight patients. 
The preoperative need usually is just as urgent in 
the underweight patient, for a surgical procedure on 
this type of patient is superimposed upon faulty 
physiology. This faulty physiology leads to a high 
incidence of postoperative complication. 
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Once the blood has been restored to normal it is 
equally important that provision be made for 
adequate replacement of operative blood loss. The 
author has determined the blood loss in some major 
surgical operations by weighing blood that has ac- 
cumulated on sponges, and measuring the blood that 
collects in the suction bottle. This has allowed for 
much more accurate replacement and has caused 
the blood volume immediately after surgery to ap- 
proach a normal level in many instances. 

Blood studies may be used to great advantage dur- 
ing postoperative convalescence of surgical patients 
to obtain a more intelligent guide to their therapy. 
Postoperative blood loss as seen after so many major 
surgical procedures might be an important compli- 
cation of the procedure. Even though blood loss at 
operation may be adequately replaced, further in- 
sidious blood loss may occur after operation. This 
insidious loss may be considerably larger in amount 
than the operative loss and it is most often noted in 
those patients who have bloody drainage following 
such procedures as thoracentesis, urological opera- 
tions, and gastrointestinal resections. Provided the 
patient is properly hydrated, they recommend the 
use of hematocrit determinations to detect this 
postoperative loss in the blood volume in order that 
it may be adequately treated. 

Forty consecutive cases of wound dehiscence were 
reviewed by the author in order to determine whether 
any importance could be attached to the reduced 
blood volume in poor wound healing. Many of these 
patients exhibited all the findings of chronic shock; 
that is, weight loss, reduced blood volume, reduced 
body protein, and increased susceptibility to shock. 
Nineteen of the total number had each lost 10 
pounds or more, and weight loss ranged up to 54 
pounds. It seemed that the blood volume of many 
patients was well below normal preoperatively des- 
pite the fact that a larger number showed hemo- 
globin concentrations within normal limits. Thirteen 
patients received no blood postoperatively until 
their wounds had disrupted. Large quantities of 
blood (average 2,839 c.c.) were given to 23 of these 
patients. Thus it seems probable that the need for 
blood existed in most of these patients before de- 
hiscence. The ages of these patients ranged from 50 
to 70 years. Twenty-nine of the wounds. disrupted 
in from 6 to 10 days. Approximately half of the pa- 
tients left the operating room with drains in situ, and 
this probably was an important factor in continued 
fluid loss which ultimately led to significant reduc- 
tion in blood volume. There were 6 deaths. 

The authors conclude that the role of diminished 
blood volume is an important one in wound de- 
hiscence. C. Yertn, M.D. 


Shock Therapy with Intraperitoneal Infusion of 
Blood Volume Replenishers, Dextran and PVP. 
JosepH K. NARAT, Puitip A. CASELLA, and JOSEPH 
P. CANGELOSI. Arch. Surg., 1952, 64: 80. 


Repeated intraperitoneal injections of blood vol- 
ume replenishers, dextran and polyvinylpyrrolidone 


(PVP), were well tolerated by rats, rabbits, and 
dogs. However, storage phenomena were observed 
in rats after the repeated administration of exces- 
sive doses of either product. 

The absorption of dextran and PVP from the 
peritoneal cavity was demonstrated by the follow- 
ing criteria: (1) the amount of fluid in the abdom- 
inal cavity at various times after injection, (2) 
chemical detection of the agents in the blood and 
the urine, (3) fluorescence of the serum attributable 
to PVP, (4) absence of fall of the specific gravity 
of the blood, usually following severe hemorrhage, 
(5) more rapid rise of the blood pressure and the 
blood volume following hemorrhage, as compared 
to controls, (6) hematologic picture which demon- 
strated greater hemodilution, exemplified by dimin- 
ished red cell count, hematocrit, and hemoglobin 
values, than that in control animals, and (7) higher 
survival rates in dogs after hemorrhagic shock 
than in the control series. 

Both agents were therapeutically effective in 
hemorrhagic shock produced in dogs by graded 
bleeding from the femoral artery. 

The usefulness of intraperitoneal administration 
of blood volume replenishers is limited to the fol- 
lowing indications: 

1. In hemorrhagic shock, when blood trans- 
fusion is not available. In such instances intra- 
peritoneal drip as a substitute for venoclysis may 
be indicated when (a) the magnitude of the catas- 
trophe and the shortage of skilled personnel are 
such as to make a search for veins impractical, (b) 
early evacuation makes immobilization of the ex- 
tremities difficult to achieve, or (c) technical diffi- 
culties in venoclysis are encountered, for instance, 
collapsed, sclerotic, or thrombosed veins, or obesity 
of the patient. 

2. In imminent shock which may be expected 
after certain traumas, prolonged anesthesia, septi- 
cemia, or eclampsia. 

3. In chronic shock. 

4. In conditions characterized by the escape of 
serum, such as mesenteric venous thrombosis, 
strangulation of the intestines, or extensive burns. 

5. In patients with conditions such as myo- 
cardial deficiency, in which overburdening of the 
circulation must be avoided. 

JoserH K. Narat, M.D. 


Present Status of Plasma Volume Expanders in the 
Treatment of Shock. WrincHELt McK. Craie, 
Howarp K. Gray, and Joun S. Lunpy. Arch. Surg., 
1951, 63: 742. 

Operations on the sympathetic nervous system for 
the relief of progressive hypertension have been fol- 
lowed by interesting reactions. A decided decrease 
in the blood pressure is the object of the operation. 
However, it was early noticed that a too sudden and 
prolonged decrease in the blood pressure had the ef- 
fect of shock on the patients. This occurred during 
and after the operation. The subjective effect was 
that of prostration and weakness to the extent that 
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these two factors interfered with convalescence, and 
the second-stage procedure, which usually is done 
a week or 10 days after the first, was delayed. Blood 
was transfused during and after the operation, and 
the patient’s condition improved. 

It is the opinion of the authors that, generally 
speaking, when materials such as dextran, periston, 
and gelatin are indicated, they might be used 
prophylactically in the treatment of shock by start- 
ing the administration of one of them as soon as 
surgical exploration has been completed and the 
decision is made to do a major operation. The 
authors believe that as the operations take on more 
and more the characteristics of major procedures, 
the use of blood and one of the plasma volume ex- 
panders is at present the most satisfactory way of 
creating a circulating volume in the cardiovascular 
system, which is the essential treatment of surgical 
shock. 


Comments on Death and Resuscitation after Elec- 
tric Shock in New Zealand. T. O. GarLanp. JN. 
Zealand M.J., 1951, 50: 579. 


The variable course of events following high-volt- 
age electrical shock is described. Death following 
electrical shock often does not ensue immediately, 
but unconsciousness, apnea, and, finally, cardiac 
arrest occur over a variable period of time. Deter- 
mination of cardiac arrest by auscultation alone is 
unreliable, although usually there is no more accu- 
rate method immediately available. A feebly beat- 
ing heart or auricular flutter may produce an absence 
of heart sounds in a live patient. The electrocardio- 
gram is seldom available to substantiate the clinical 
findings, but unless there is a sustained absence of 
electrical activity of the heart as demonstrated by 
the electrocardiogram, artificial respiration should be 
instituted and maintained for at least 2 hours follow- 
ing the loss of consciousness and apnea. In cases in 
which a fall has followed electrical shock, the Schafer 
prone-pressure method of artificial respiration should 
not be used for fear of further trauma to an already 
damaged spleen or kidney. 

Even after periods of unconsciousness and coma 
lasting 90 minutes or more, artificial respiration ad- 
ministered continuously may lead to spontaneous 
respirations and return to consciousness. To be 
effective, artificial respiration must be started as 
soon as possible following the onset of apnea and 
continued throughout transportation of the patient 
to the hospital. MAtcotm Pium, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Neuroparalysis Due to Antirabies Vaccine (Acci- 
dente neuro-paralitico de origen alergico por vacu- 
nacion antirrabica). RoDOLFO GONZALES Boscu and 
Jose A. Bozzoxa. Dia méd., B. Air., 1951, 23: 3949. 


_ It is well known that the promiscuous administra- 
tion of biological products is not innocuous. The 
authors report a case of severe myelitis resulting 


from the administration of antirabies vaccine. No 
injury or bite had occurred; the patient had been ex- 
posed to a rabid dog in the household. There was 
flaccid paralysis of the lower extremities, paresthesia 
at the base of the thorax, retention of the urine and 
feces, and adynamic ileus. Fecal examination ex- 
cluded the neurotropic virus. On the fifth day of 
hospitalization, the patient received benadryl, and 
within 72 hours marked improvement occurred. 

In a week practically all function recurred except 
for inco-ordination. Spinal tap revealed lymphocyto- 
sis and a positive Wassermann reaction which later 
became reversed. The authors postulate that the 
reaction is allergic with antibody formation leading 
to edema of the brain and of the myelin sheath. 

Such phenomena as optic neuritis, polyneuritis, 
myelitis, and psychosis have been reported with 
irreversible changes due to the administration of 
biological products. It is important to inquire into 
the allergic background and the personal allergy of 
the patient. If antirabies vaccine is exhibited one 
should not assume that the vaccine is safe because 
the method of preparation does not positively kill all 
the viruses. In any case, the prompt administration 
of ACTH should have a beneficial effect and perhaps 
reverse the catastrophic complications. 

MicGuEt Drosinsky, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Some Immunological Aspects of Auto- and Homo- 
grafts in Rabbits, Tested by in Vivoand in Vitro 
Techniques. M. ALttcéwer, T. G. BLOcKER, JR., 
and B. W. D. Enctey. Plastic & Reconstr. Surg., 
1952, 9: I. 

The apparent take of a homologous skin graft 
followed by its later sloughing is compatible with 
the theory that donor skin stimulates the production 
of antibodies in the recipient. Numerous experi- 
ments by Medawar lead to the conclusion that there 
is an acquired systemic factor transmitted to the 
homografted tissue at the time of vascularization 
that is responsible for its loss. In the attempt to 
obtain evidence of a mechanism of acquired immu- 
nity in this process, the authors performed check 
experiments in which first and second set full thick- 
ness homografts were used in rabbits. Furthermore, 
the antigenic capacity of skin injected into a different 
species was tested by inoculating human skin extract 
into rabbits and determining the antibody formation 
by precipitin tests, as well as by the cytotoxic activ- 
ity of this serum against human skin cultures. The 
human skin extract (containing approximately 100 
mgm. N2/r1o0o ml.) was prepared by grinding small 
pieces of split thickness skin with sterile sand and 
Gey’s balanced salt solution, with separation by 
centrifuging and decanting. Cytotoxic activity was 
measured by the effect of the serum on established 
human skin cultures made according to the method of 
Lewis ef al. 

Similar experiments were carried out on rabbits 
with repeated injections of homologous skin extract 
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by intravenous, intramuscular, and intraperitoneal 
routes, followed by homografting procedures. The 
skin extract of the donor was prepared in the same 
way, while cytotoxic activity was studied by the 
effect of the serum of the recipient animal on the 
growth of donor rabbit’s skin in hanging drop tissue 
culture media. Precipitin tests were likewise per- 
formed. 

Their results on full thickness first and second set 
homografts in 4 rabbits confirmed Medawar’s find- 
ings of increased reactivity of second set homografts 
by demonstrating grossly and more conclusively (by 
microscopic analysis) the more rapid loss of the 
second graft. Heterologous skin extract (human 
skin extract injected into rabbits) was antigenic and 
provoked the formation of precipitins and strong 
cytotoxins highly deleterious to tissue cultures of 
human epidermis. Homologous rabbit skin extracts 
could not be shown by similar methods to provoke 
the formation of serum antibodies or cytotoxin de- 
monstrable on skin tissue cultures. Additional homo- 
grafting following the inoculations did not change 
the result. Finally, tissue extracts of homografts 
and their beds made at the time that the homograft 
was sloughing failed to reveal any antiactivity of 
skin tissue cultures of the donor. 

CarRL SCHILLER, M.D. 


The Effect of Donor Skin Desensitization and ACTH 
on the Survival of Skin Homografts in Rabbits. 
HERMAN L. ALLEN, RoGER D. WILLIAMS, CHARLES 
G. Lovincoop, and Epwin H. ELtison. Ann. Surg., 
1952, 135: 239. 


Excluding identical twins, the transfer of skin 
from one individual to another has proved uniformly 
unsuccessful. In order to study the part that the 
immune reaction plays in this failure, the authors 
attempted to alter the host reaction by serial injec- 
tions of donor skin antigen into recipient animals 
prior to skin grafting. In a further study, ACTH 
was given to two groups of animals because of its 
theoretical effect in suppressing the severity of the 
immune reaction. 

The experimental work was done on rabbits. The 
survival time of homografted skin was increased 
from 7 to 23 days by the use of host ‘‘desensitiza- 
tion”? with the specific donor antigen. ACTH had 
no effect on the survival of the skin homografts. 

The authors believe that the role of the immune 
reaction in the failure of survival of homografted 
skin is indicated by an increase in the eosinophil 
count with antigen inoculation, and the production 
of anaphylaxis by the intravenous injection of a spe- 
cific antigen after the homografts have sloughed. 

Exy Extiott Lazarus, M.D. 
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ROENTGENOLOGY 
Studies Regarding the Determination of the Nor- 
mal Location of the Pineal Gland on the Nor- 
mal Craniogram (Studi per la determinazione della 
sede normale della pineale sul craniogramma nor- 
male). GIUSEPPE DEL Buono. Radiol. med., Milano, 
1951, 37: 997- 

Beyond the thirtieth year of life, 50 to 65 per 
cent of normal craniograms exhibit calcification of 
the pineal body. The author has made measure- 
ments on 20 lateral craniograms of normal subjects 
between the ages of 30 and 70 years, and on 2 
cadaver heads which were split sagittally so that 
the pineal gland could be seen directly. Of the 20 
living subjects, 10 were orthocephalic, 5 were 
platicephalic, and 5 were hypsicephalic. 

The method of measuring used was that given by 
Martino. With this method, the base line is that 
connecting the glabella in front with the inion be- 
hind. This line is divided into 100 equal parts or 
hecatomeres. The base line forms the abscissa, and 
on it at these divisions are erected ordinates marked 
off in these same hecatomeric distances. The dis- 
tances to the shadow of the calcified pineal body 
are then expressed as hecatomeres on the abscissa 
and ordinate chosen (on the so-constructed Cartesian 
figure) from the designated points on the craniogram. 

With the above described method of measuring, 
the author finds that the pineal body is located 61 
hecatomeres (from 58 to 65 hecatomeres) from the 
glabella, 27 hecatomeres (from 23 to 32 hecatomeres) 
from the tuberculum sellae, 25 hecatomeres (from 
21 to 29 hecatomeres) from the center of the hiatus 
sellae, and 15 hecatomeres (from 10 to 21 hecato- 
meres) from the center (R 50) of the base line. 

The author believes that these values are suffi- 
ciently accurate and sufficiently consistent to render 
possible the immediate detection of any abnormal 
displacement of the pineal body, and that the re- 
liability of the method is such that successive 
craniograms with the application of this method 
will enable one to follow the progress of the dis- 
placing process, without recourse to ventriculog- 
raphy or intracranial arteriography. 

Joun W. BRENNAN, M.D. 


Further Observations on the Diagnostic Value of 
Pulmonary Angiography in Bronchiogenic Car- 
cinoma. DonALp J. ScHISSEL and Puitip G. KEIL. 
Am. J. Roentg., 1952, 67: 51. 

In an attempt to improve the diagnosis in the 
early stages of bronchiogenic carcinoma, the authors 
employed pulmonary angiography as an aid to other 
conventional methods. In previous reports they 
dealt with the pulmonary vascular patterns in 15 
and 26 cases so examined. 

Their series now extends to 40 cases, in all of 
which the diagnostic value of pulmonary angiogra- 


phy was compared with that of bronchoscopy, bron- 
choscopic biopsy, and microscopic study of aspirated 
bronchial secretions. The present article deals par- 
ticularly with ro patients in whom all methods, with 
the exception of pulmonary angiography, yielded 
negative results in the presence of bronchiogenic 
carcinoma. 

The authors perform pulmonary angiography by 
injecting rapidly 50 c.c. of 70 per cent diodrast 
through a 13 gauge needle into the right median 
basilic vein, or (when the lesion is so situated that 
the diodrast in the subclavian vein would mask its 
vascular pattern), into the left median basilic vein. 
Posteroanterior roentgenograms of the chest are 
made, with the aid of a manually operated tunnel de- 
vice, 2, 4, 6, and 8 seconds after the injection is com- 
pleted. The first two roentgenograms will show the 
outline of the right heart and of the pulmonary ar- 
tery and veins, and the last two will show the outline 
of the left heart and of the aorta and its major 
branches. 

The pertinent data of the to cases are tabularly 
arranged. In 7 cases the lesion was located peripher- 
ally and in 3 cases it originated from a small bron- 
chus in the hilar region, exerting pressure on the 
main stem or lobe bronchus. In none of these was 
the bronchoscopist able to reach the lesion. Biopsy 
was attempted in two instances without success. 
Studies of bronchial secretions from the suspected 
bronchus were negative in 7 cases, 1 plus in 2 cases, 
and 1 to 2 plus in 1 case. 

The most important angiographic change was di- 
minished vascularity within and distal to the lesion. 
This was present in all 10 cases. It manifested itself 
by a reduction in the number and size of the vessels 
in an area of lung, as well as by delayed filling in 
many cases. A distortion or narrowing of the pul- 
monary arterial trunk or its major branches was also 
noted in 3 cases, sometimes leading to a lessened 
vascularity of the entire lung on the affected side, 
although the carcinoma was rather small in size. 
One case showed complete obstruction of a major 
branch of the left pulmonary artery. This resulted 
from a lesion which was slightly removed from the 
hilus. Midlung tumors produce distortion of arterial 
radicals within the mass. When a carcinoma involves 
an entire lobe or lung, there is, of course, virtually no 
filling of the arterial branches. 

It must be mentioned, however, that there are 
other lesions which may produce a diminished pul- 
monary vascularity, as demonstrated by angiogra- 
phy. Among these may be included emphysematous 
blebs, which are the most common; inflammatory 
abscesses; obstructive intrabronchial foreign body, 
mucus plug or broncholith leading to lobar atelec- 
tasis and compensatory emphysema of the remaining 
lobe; small, completely intraluminal tumor obstruct- 
ing a bronchus. The differential diagnosis in these 
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various conditions is discussed. In the authors’ 
series there were 2 patients in whom the pattern of 
the diminished vascularity appeared characteristic 
for neoplasm, but no evidence of malignancy could 
be found at operation. The first patient had a*bron- 
cholith blocking the orifice of the upper lobe bron- 
chus and the second patient had a submucosal osteo- 
chondroma obstructing the left lower lobe bronchus. 
T. Leucutia, M.D. 


Observations and Semeiotic Stratigraphic Notes 
Concerning Mediastinal Adenopathies (Osser- 
vazioni e note di semeiotica stratigrafica delle 
adenopatie mediastiniche). GAETANO TRICOMI. 
Radiol. med., Milano, 1951, 37: 785. 

Stating that the Vallebona-Zuder apparatus seems 
to be the best apparatus to do stratigraphy of the 
respiratory system, and that the Italian school has 
contributed the normal anatomical roentgenography 
of the parahilar region, the author proceeds to ana- 
lyze the stratigraphic signs of the main groups of 
mediastinal adenopathies. 

Paratracheal adenopathies are the easiest to diag- 
nose because of the disposition of the glands on the 
sides of the trachea from the subglottis region down 
to its bifurcation. In children these glands must be 
differentiated from a hypertrophied thymus with its 
shadow in the midline. In difficult cases an anterior 
pneumomediastinum may be necessary. Other struc- 
tures to be differentiated are: the azygos vein located 
in the concavity formed by the trachea and the right 
bronchial trunk; the inominate vein which appears 
as a paramedian longitudinal band; the triangle of 
Luschka, or costopericardial ligament, which gives a 
sharp triangular shadow; and a retrosternal thyroid 
with its shadow continuing cephalad outside the 
thoracic cage. The manubrium sterni is very easy to 
identify as are also the aortic arch, the beginning of 
the descending aorta, and the trunk of the pulmonary 
artery. Para-aortic calcifications give a semilunar 
shadow; mediastinal pleurisSy is rare. Chondromas 
give a monolobular or multilobular shadow, depend- 
ing on the amount of calcareous deposits present, 
and are difficult to diagnose. 

Neuromas and neurofibromas are to be found out- 
side the pleural cavity, teratomas and dermoid cysts 
show peculiar bony fragments and teethlike shadows, 
and apical mediastinal pulmonary carcinomas and 
other tumors give evident pathognomonic clinical 
and radiological signs. 

Sagittal stratigraphy should not supersede the 
usual ventrodorsal projection; its use, however, may 
help define much better the location of a mediastinal 
pathological process. 

Sagittal stratigraphy from the back to the front 
will show the spinous apophysis, the rachidian canal, 
and the vertebral bodies; the upper third of the film 
will show the trachea, and the lower third, the poste- 
rior mediastinal area; the cardiac shadow is to be 
seen more anteriorly and more anterior to this is the 
anterior mediastinal area, or retrosternal space, and 
finally the sternum. 


In the left paramedian sagittal strata the left pul- 
monary artery is seen below the aorta and between 
these two vessels is the “aortic window.” 

In the right paramedian sagittal strata the pulmo- 
nary artery appears as a large ovular opacity slightly 
below the lower end of the trachea; it is very easily 
distinguishable because secondary arterial branches 
originate from this point. 

The shadows of adenopathies observed in sagittal 
sections are similar to those observed in anterior 
stratigraphs. 

Retrosternal adenopathies consist of a glandular 
group found posterior to the sternum: symmetrical 
chains along the anterior mediastinum. 

Stratigraphy of parahilar adenopathies gives a 
better interpretation of the intricate anatomy of these 
lesions, but the roentgenological diagnosis of these 
adenopathies is still difficult. In a series of frontal 
stratigraphs the main arterial trunks and, at times, 
smaller ones and some venous trunks can be identi- 
fied. The author states that a globular shadow is an 
arterial structure: (1) when in the frontal stratigram 
there is also branching from the trunk, and (2) when 
during examination it is ascertained that the shadow 
is an integral part of the trunk. Even then there are 
cases in which it is difficult to decide whether the 
shadow is an artery or lymphatic glands because 
(1) the latter may happen to be located very close to 
the arteries and other vessels, (2) small adenopathies 
can easily simulate the shadows of vessels, and (3) 
multiple arcuate shadows may be bunches of glands 
of the same group. The author concludes that the 
diagnosis of hilar adenopathy is always difficult and 
that unless the radiologist is certain of the diagnosis 
he should admit the difficulty to the patient, rather 
than submit him to antibiotic therapy or advise him 
against further diagnostic studies. 

Stratigraphy is a great help in pulmonary neo- 
plasms such as adenopathy and pulmonary hilar 
carcinoma, and a greater help in border-line cases in 
which early diagnosis is important to the life of the 
patient, and in cases in which a standard roentgen- 
ological study reveals a shadow of irregular contour 
not pathognomic of pulmonic neoplasm and without 
pulmonary metastases. According to the author, 
bronchography is of greater help than stratigraphy 
in detecting circumscribed endotracheal infiltration 
and changes in a bronchus that are either deformity 
or compression with infiltration and erosion by the 
tumor. 

Intertracheobronchial adenopathies are found be- 
low the bifurcation of the trachea and are difficult to 
recognize because of their mediastinal location and 
the cardiac shadow. What has been interpreted in 
stratigraphy as tumefactions of the interbronchial 
glands are median shadows grossly ovular in shape 
and with sharp edges corniced by the two bronchial 
trunks. It is to be noted, however, that the left 
atrium of the heart is contiguous to the bifurcation 
of the trachea and therefore it may simulate inter- 
tracheobronchial adenopathy. The author suggests 
the use of sagittal strata in stratigraphic studies. In 
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paramedian sagittal strata intertracheobronchial 
adenopathy appears as a rough ovular mass with 
arcuated margins. JosEpu M. A. Pape, M.D. 


Functional Conditions of the Pylorus with Special 
Emphasis on Achalasia and Acleisia (Condizioni 
funzionali del piloro con particolare riguardo alla 
acalasia ed alla acleisia). ARISTIDE ROLLANDI. 
Radiol. med., Milano, 1951, 37: 817. 


The author defines achalasia as a closure due to 
lack of relaxation of the sphincter, and acleisia as an 
opening due to lack of contraction of the sphincter. 

A meticulous anatomical study is followed by a 
physiological study on the opening and closing of the 
pylorus with the following conclusions: 

1. There is true pyloric function. 

2. Pyloric function is independent of gastric 
motility. ‘ 

3. Closure of the pylorus is due to contraction of 
its sphincter, while opening is due to its relaxation. 

4. Opening of the pylorus is favored by a shorten- 
ing of the longitudinal fibers forming the dilator 
muscle. 

The small intestine, especially the first loops, regu- 
late and control the opening and closure of the 
pylorus, but the stimuli causing its closure originate 
from the stomach and duodenum and are of a me- 
chanical character. Hydrochloric acid is no longer 
considered a factor in the rhythmical opening and 
closure of the pylorus, but the hypothesis, advanced 
by some, that osmotic pressure may be an important 
factor must be considered seriously because it helps 
explain how pyloric function can still be normal in 
patients with achlorhydia. 

The pylorus, aided by gastric tonicity and endo- 
gastric pressure, controls the emptying of the stom- 
ach. Mechanical, chemical, and physical factors, or 
a combination of these contribute to this control, 
while peristaltic waves assume a secondary role. 

Spasm, a functional alteration of the pylorus, may 
be segmental or may be part of a total gastrospasm. 
The segmental type may be congenital or secondary 
to local lesions. Congenital pylorospasm is rare, oc- 
curs mostly in males, and is characterized by a per- 
sistent pylorospasm without hypertrophy. Pro- 
longed closure of the pylorus occurs in the presence 
of ulcers, inflammation, and neoplasms of the pyloric 
canal and of juxtapyloric locations. Late emptying 
of the stomach, even when extending beyond 24 
hours, is not sufficient proof to indicate the presence 
of an organic lesion, Schlesinger having reported a 
case of 96 hours’ duration. It is advisable in such 
cases to re-examine the stomach on different days 
with the aid of drugs such as syrup of ipecac and 
prostigmin-atropine; morphine, however, is contra- 
indicated. 

Pylorospasm, permanent or transitory, may take 
place in the presence of ulcers, lesions of the lesser 
curvature, and lesions of the posterior wall of the 
stomach; as a matter of fact, pylorospasm may be 


the only roentgenological clue to the real cause of the 
trouble. 


Pylorospasm as a sequela of distant lesions is a 
frequent occurrence and is due to reflex of the 
sphincter by the vagosympathetic route. Among the 
most important lesions are: gallbladder disease, ap- 
pendicular lesions, duodenal ulcers, and disease of 
the large bowel; nephrolithiasis, migraine, hyper- 
thyroidism, neurosis, and allergy must be regarded 
as secondary causes. 

Achalasia must be considered a deviation from the 
“law of the intestine” of Bayliss and Starling which 
states that a stimulus applied at a given point in the 
intestinal wall initiates a band of constriction prox- 
imally and relaxation distally. Achalasia of the 
pylorus is easily demonstrated because the lack of 
evacuation of the stomach content produces gastric 
ectasia, and because pressure in the antrum quickly 
allows the passage of barium into the duodenum. 
However, in the absence of opening and closure of 
the pylorus we are confronted with a pathological 
entity easy to ascertain and which may explain the 
symptoms of the patient or may indicate the pres- 
ence of an organic lesion. 

Acleisia may be due to inflammatory or neoplastic 
conditions; these may either destroy the pyloric 
sphincter or may infiltrate its muscular fibers to such 
an extent that its contracting power is destroyed. 
Acleisia may also be due to adhesions causing trac- 
tion on the pylorus. The conditions that may cause 
it are: carcinoma of the pylorus, especially the scir- 
rhous type, linitis plastica, tumors and chronic ulcers 
of the lower curvature, lues, and antropyloric tuber- 
culosis. In such cases the usually deformed pyloric 
canal remains the same and is always accompanied 
by modifications in the motility of the stomach and 
duodenum. There are, however, normal cases in 
which the pylorus may be in a state of acleisia. 

Acleisia, according to the author, must be con- 
sidered a functional condition, and pyloric incon- 
tinence and pyloric insufficiency should be used to 
denote relaxation of the sphincter due to organic 
causes. To confirm his idea that acleisia must be re- 
garded as functional, the author mentions the studies 
of Lambling and Gosset on patients complaining of 
anorexia, gastric dyspepsia, slow digestion, and 
pyrosis with the concomitant presence of entero- 
hepatic juices in the stomach, which disappeared 
completely with the disappearance of the subjective 
symptoms. 

In acleisia the pyloric canal is always opaque, and 
it may be hard to differentiate it from the bulb and 
antrum. The stomach may empty rapidly or slowly, 
depending on whether the gastric tonus is hypertonic 
or hypotonic. 

Acleisia of the pylorus should be studied more 
often because it is the reflex manifestation of other 
pathological conditions, e.g., duodenal or gastric ul- 
cer, carcinoma of the stomach, cholecystic and ap- 
pendical disease, intestinal obstruction, peritoneal 
carcinosis, specific peritonitis, uremia, pernicious 
anemia and Basedow’s disease; it may be the only 
positive finding leading to the correct diagnosis. 

JoserH M. A. Pape, M.D. 
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Direct Roentgenologic Demonstration of the Pan- 
creas (La dimostrazione radiologica diretta del pan- 
creas). N. MaAcarini and L. Ottva. Radiol. med., 
Milano, 1951, 37: 961. . 

The authors believe that the method of retro- 
peritoneal insufflation of air for the study of the 
organs, particularly the retroperitoneal organs of 
the abdominal cavity, has greater possibilities than 
even those foreseen by the authors of Spain and of 
South America, who first made use of the method 
on a large scale. In a previous article Macarini and 
Oliva reported their experience with this method in 
the infant. Their results, so far, with the method 
as applied to pancreatic pathology will be published 
in a report which is now in preparation. Here, they 
give only their results with the method in the 
study of the normal pancreas in the human adult. 

The present study includes a large material of 
both sexes and of diverse periods of adult life. The 
roentgenologic images have been so consistently 
alike as to be practically superposable. The small 
difference may be attributed to sex, age, physical 
constitution, ligamentous tenseness, or deficiency 
thereof, distribution of the retroperitoneal areolo- 
cellular tissue, amount and distribution of insuf- 
flated gases in the retroperitoneal tissue and in the 
stomach, tonicity of the viscera, and other factors. 

In the standard roentgenologic exposure the pan- 
creas is not demonstrable in anteroposterior projec- 
tion and not consistently or reliably demonstrable 
on the lateral projection, even with the aid of retro- 
pneumoperitoneum. In order to gain a clear visual- 
ization of the pancreas under retropneumoperi- 
toneum, the authors have had to resort to the tech- 
nique of stratigraphy (tomography, planigraphy). 
Even here the anteroposterior exposures do not 
give any noteworthy results. On sagittal projec- 
tion, however, with the patient lying on the left 
side on the cassette, not only excellent demonstra- 
tion of the pancreas can be had from its tail region 
to near the caput, but definitely demonstrative re- 
sults are obtained with reference of the relationships 
between the pancreas and the contiguous organs of 
the upper abdomen. The first plane exposed is, as 
a rule, at a level about 4 cm. to the left of the mid- 
line; successive tomograms may be taken approach- 
ing the midline, and even to the right of the midline. 

The head of the pancreas is not satisfactorily 
demonstrable with this projection, perhaps because 
the air does not penetrate readily in this region— 
due to the close relationships of the pancreas with 
the liver, duodenum, and other organs. 

With the so-called transverse axial projection, 
the pancreas can be demonstrated with one ex- 
posure, all the way from the head to the tail. 

Roentgenograms and tomograms with appended 
schematic sketches illustrate the result to be ex- 
pected from these various projections and tech- 
niques. 

In substantiating the roentgenologic interpreta- 
tions, long metal pins were pushed into the bodies 
of cadavers under roentgen control, the subsequent 


dissections proving that the assumptions acquired 
from a study of the roentgenograms and tomograms 
taken on living subjects have been entirely correct, 
The method is easy of application, does not en- 
danger or even seriously disturb the patient and 
is recommended by the authors for extensive studies 
with reference to the numerous affections to which 
the pancreas is subject. Joun W. BRENNAN, M.D. 


Experiences in the Treatment of Skin Cancer with 
Ultrasoft Roentgen Rays, 1933-1936. Eri 
EsBEu¢J. Acta radiol., Stockh., 1951, 36: 17. 


In the period from 1933 to 1936, 208 patients with 
skin cancer were treated with ultrasoft roentgen 
rays. The extreme ultra low voltages ranged from 12 
to 26 kilovolts, with a half value (HVL) of 0.024 mm. 
to o.108 mm. of aluminum. 

All lesions with a tumar thickness of over 1 mm. 
were scraped and the final thickness before treatment 
was never over 2 mm. Microscopic diagnoses were 
made in all cases. 

The first 34 patients received a skin dose of 8,000 
to 15,000 roentgens, and a half value (HVL) of 
0.024 mm. of aluminum in one sitting. The recur- 
rence rate (due to inadequate dosage) was 30 per 
cent. 

The remaining patients received a skin dose of 
either 20,000 roentgens (HVL, 0.024 aluminum) if 
the lesion was 1 mm. or less, or 5,600 to 6,000 
roentgens (HVL, 0.108 mm. aluminum) if the lesion 
was greater than 1 mm. The recurrence rate was 
only 3.5 per cent. 

The only sequelae were slight skin atrophy and 
depigmentation. Maurice D. Sacus, M.D. 


Results of Treatment of Skin Cancer with Ultrasoft 
Roentgen Rays Given in a Single Dose. Eyvinp 
MOSEKILDE. Acta radiol., Stockh., 1951, 36: 28. 


During the period from 1937 to 1942, a total of 603 
superficial skin cancers were treated with ultrasoft 
roentgen rays (26 kilovolts, 7 milliamperes, 10 cm. 
distance, high value layer 0.104 of aluminum, 240 
roentgen minutes). 

During the first 2 years a skin dose of 5,100 to 
6,000 roentgens was employed; thereafter, 4,200 to 
5,000 roentgens were used. There was no difference 
in the rate of cure with the two methods. The per- 
centage of cure was 97 per cent. Treatment is rapid 
and hospitalization is unnecessary. 

Maurice D. Sacus, M.D. 


RADIUM 


Development of Clubfoot Due to Disturbance of 
Epiphysial Growth Following Radium Treat- 
ment of a Hemangioma (Klumpfussbildung durch 
epiphysaere Wachstumsschaedigung nach Radium- 
spickung eines Haemangioms). C. Mav. Zschr. 
Orthop., 1951, 81: 34. 

A case of clubfoot deformity, developing after 
radium treatment of a hemangioma of the foot, 1s 
reported. 





PHYSICOCHEMICAL METHODS IN SURGERY 99 


During the first 6 months of her life, a little girl 
developed a rapidly growing hemangioma of the skin 
of the left foot and left lower leg. In the radium 
treatment of this hemangioma, platinum needles, 
2cm. in length with 16.3 mgm. of radium equivalent 
in the form of mesothorium were used. 

Six months after the child’s birth, two such 
platinum needles were placed over the lower end of 
the tibia and left in place for ro hours. The radium 
dosage was equivalent to 260 mgm. hours. 

Two days later, three similar needles were placed 
over a more distal area of the hemangioma for 11 
hours. The radium dosage was equivalent to 429 
mgm. hours. ' 

The next day, three similar needles were placed 
over another area of the hemangioma for 11 hours. 
The dosage was again equivalent to 429 mgm. hours. 

The following day, three more needles were placed 
over the medial aspect of the lower end of the left 
tibia for 11 hours with radium dosage equivalent to 
429 mgm. hours. 

After these treatments, two ulcerations developed 
in the skin of the medial aspect of the left foot. 

Five and one-half months after the beginning of 
the radium treatment, the ulcerations had cicatrized. 
At birth, both feet were straight. Six months after 
the radium treatment for the hemangioma, a club- 
foot deformity of the left foot began to develop. 

X-ray films at this time and at intervals during 
the next 15 months revealed the gradual develop- 
ment of clubfoot as a result of the destruction of the 
epiphysis of the lower end of the tibia. Undoubtedly, 
this deformity resulted from the destructive action 
of the massive doses of radium used in the treatment 
of the hemangioma. 

It has long been known that joint growth is 
peculiarly sensitive to irradiation. Radium exerts a 
more powerful effect on epiphysial growth than 
does x-ray irradiation. 

The present-day treatment of hemangioma is not 
very gratifying. On the one hand, the tumor is only 
partially destroyed and on the other hand, a clubfoot 
deformity develops because of the epiphysial destruc- 
tion at the distal end of the tibia. The clubfoot 
deformity, if corrected, will recur because the epi- 
physial growth of the lower end of the tibia has been 
destroyed. Only extirpation of the entire growth 
centers of the distal end of the tibia and the fibula 
with a supramalleolar, wedge-shaped osteotomy on 
the outer aspect of the ankle joint will prevent a 
recurrence of the clubfoot. Such a radical operation 
is not recommended at an advanced age. 

At present the radium treatment of hemangioma 
is the method of choice. The aim is not to destroy 
the blood tumor entirely, but to bring about a 
change in the young fibroblasts which will prevent 
the development of blood vessels and cause them to 
disappear. 

Only relatively small radium doses are needed. 
The radium sensitivity of the hemangioma and the 
resulting involution is greater in inverse proportion 
to the age of the tumor. 


The most favorable time of treatment of the 
hemangioma is between the third and the sixth 
months of life. 

The treatment should be concluded, if possible, 
before the end of the first year of life. 

BLACKWELL MarKuHAM, M.D. 


MISCELLANEOUS 


The Response of Human Tissues to Radiation with 
Special Reference to Differentiation. A. GLicxs- 
MANN. Brit. J. Radiol., 1952, 25: 38. 


When we think of the biological actions of radi- 
ations, the mitotic, lethal, and genetic effects are 
foremost in our minds and the differentiation effect 
is usually neglected. Penetrating radiations change 
the type of differentiation or affect its extent or 
degree under certain circumstances. Differentiation 
means the specialization of cells or tissues for certain 
functions. In normal tissues radiation may change 
the extent and the type of differentiation. Abnormal 
cells with two or more nuclei are produced. These 
cells can be traced from the basal cell layers where 
they originate through the thickness of the epitheli- 
um until they reach the surface about 2 or 3 weeks 
later. Radiation acts by increasing the proportion 
of differentiation. The transient squamous meta- 
plasia found after irradiation in ducts and in acini of 
mucin-producing glands of the oral cavity illustrates 
a radiation-induced change in the type of differen- 
tiation. 

Tumors differ from the normal tissues from which 
they are derived by their lower degree and extent of 
differentiation. All tumors do not respond to irradi- 
ation with increased differentiation. The histological 
changes in radiocurable epitheliomas, however, are 
very rapid, marked, and are frequently characterized 
by striking increases in the degree and extent of 
differentiation in addition to the other effects of 
radiations. In the treatment of cancer of the cervix, 
only keratinized debris with foreign body giant cells, 
and associated inflammatory reaction and fibrosis, 
may be found 3 to 6 weeks after beginning radiation. 
The demonstration of radiation-induced changes de- 
pends on the selection of comparable areas. 

The author shows the correlation of local histo- 
logical prognosis with local clinical results of radio- 
therapy in 638 patients who were treated with radi- 
ation and followed for periods of 1 to 12 years. The 
accuracy of histologic assessment of the local result 
of radiation treatment is high. Observations on 
serial biopsies from epitheliomas taken at various 
stages during treatment reveal that most of the 
resting (basal) cells are not killed outright by irradi- 
ation, but are able to undergo abnormal mitosis, to 
enlarge, to form prickles and keratin, or parakeratin, 
and thus sterilize themselves by differentiation. 
These cells often reach a more mature degree of 
parakeratosis or keratinization than was present 
before treatment. As with normal epithelium, the 
keratinized layers or masses found as an end result 
of treatment are not the pre-existing material but 
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are formed by basal cells subsequent to their irradi- 
ation. The mechanism by which irradiation increases 
the relative extent of differentiation may be-related 
to the injury of chromosomes, which results in 
marked nuclear abnormalities and, while allowing 
the basal cells to differentiate, prevents them from 
undergoing division. FRANK L. Hussey, M.D. 


Regeneration and -SH Changes in Guinea Pig Skin 
after X-Ray Treatment. J. FrepDeEric. Brit. J. 
Radiol., 1952, 25: 43. 

The importance of -SH groups in cell growth and 
especially in epidermal metabolism is well known. 
This is notably indicated by the skin lesions follow- 
ing -SH blockage. In view of the action of -SH sub- 
stances in the skin, the author was interested in 
studying their behavior in irradiated epidermis dur- 
ing the stages of both destruction and repair. 

The hind legs of 23 guinea pigs were irradiated, 
the body being protected by lead sheets 5 and 1o mm. 
thick. Thirteen animals were given an x-ray dose of 
3,000 roentgens (180 kilovolts, 1 mm. aluminum), 
and ro others were given 2,000 or 1,500 roentgens. 
The irradiated epidermis was then compared with 
the epidermis of the forelegs of the same animal 
(relative control) and with normal guinea pig epider- 
mis (absolute control). 

After an exposure of 3,000 roentgens, the epider- 
mis is progressively destroyed and disappears com- 
pletely in about 14 days. It is regenerated from in- 
tact cells outside the irradiated area. Epidermis 


irradiated at lower dosages (1,500 and 2,000 roent- 
gens) is not completely destroyed. The lower the 
dosage, the sooner repair begins, but it then proceeds 


more slowly and though the new epidermis is thicker 
than normal it does not show other abnormality. 
In the epidermis irradiated at 3,000 roentgens, -SH 
groups show differences in the granular layer and in 
the stratum spinosum and germinativum. As long 
as the granular layer is not destroyed by radiation 
epidermis, -SH groups do not show any histochemi- 
cally demonstrable change. In regenerating epider- 
mis, however, the concentration of -SH groups in- 
creases considerably in this layer. In the other layers 
the reaction decreases progressively even when the 
epidermis, though thinner, does not appear to be 
morphologically impaired. In this case, roentgen 
rays seem to act on the early stages of formation of 
-SH substances, and to slow down or disturb cell 
metabolism. The intense regeneration observed can- 
not be due to a local accumulation of -SH, as the 
epidermis thickens before sulfhydril groups become 
concentrated in it. Frank L. Hussey, M.D. 


The Melanoblastoma and Its Therapy; Experiences 
with Irradiation at Close Range (Das Melano- 
blastom und seine Therapie mit eigenen Erfahrungen 
in der Nahbestrahlungsmethode). H. HERGARTEN 
and L. HERGARTEN. Fortsch. Roentgenstrahl., 1951, 
75? 559: 

Malignant degeneration of a pigmented nevus is 
an extremely rare occurrence; the incidence is esti- 
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mated at a fraction of 1 per mille. However, once 
degeneration has taken place the tumor is very ma- 
lignant and causes early metastases. The connec- 
tion between traumatic irritation and the onset of 
malignancy is more obvious and more easily demon- 
strable than in any other tumor. Especially, certain 
therapeutic procedures as biopsies, partial excision 
and carbon dioxide treatment are dangerous and 
strictly contraindicated. A special problem is pre- 
sented by melanoblastic tumors in children which 
are histologically malignant but clinically benign, 
The author suggests the term “prepuberal mela- 
noma” for these growths. They are a transition 
Stage between pigmented nevus and melanoblas- 
toma. 

Gravidity is a particularly critical period. Ac- 
cording to different authors, no patient in whom a 
melanoma developed during pregnancy has survived, 

The causative role of traumatic irritation is illus- 
trated by the localization. The majority of these 
tumors occur in areas exposed to trauma (foot, 
head, whereas they are rare in the upper extremity), 

The most important signs of beginning malignancy 
are sudden growth, deeper pigmentation, hemor- 
rhage, and ulceration. These clinical symptoms are 
more important than the histological picture which 
may be deceptive. 

The latency interval between removal of the pri- 
mary tumor and the development of fatal metastases 
may be extremely long. One case is on record in 
which generalization occurred 25 years after enu- 
cleation of the eye for a melanoma. The writer ob- 
served 4 cases of metastasis from 8 to 10 years after 
extirpation of the original tumor. The conventional 
5-year survival as a criterion for cure does not apply 
to melanoblastoma. 

The authors, of the Radiation Institute of the St. 
Georg Hospital at Hamburg, Germany, discuss a 
series of ror cases of their own experience. They 
tabulate the patients according to age, sex, stage of 
the tumor, and different methods of treatment. 

They found that x-ray irradiation at close range 
was superior to all other, including surgical, meth- 
ods. Fifty-five of the cases were observed for more 
than 5 years after the beginning of the treatment. 

The total dosage varied between 10,000 and 20,000 
roentgens depending on the size and character of the 
tumor. For some voluminous tumors, up to 30,000 
roentgens were required. The single dose was 800 
roentgens and the interval between the individual 
irradiations was between 24 and 48 hours. 

WERNER M. Sotmitz, M.D. 


Observations on 68 Seminoma Patients With or 
Without Metastases, Irradiated After Hemi- 
castration (Untersuchungen an 68 nach Semikas- 
tration bestrahlten Seminompatienten mit und ohne 
Metastasen). W. RENNER. Fortsch. Roentgenstrail., 
1951, 75: 577: 

The author, of the St. Georg Hospital at Ham- 
burg, Germany, reports on the results of roentgen 
treatment after operation for seminoma in a series of 
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68 patients with or without metastases. The 5-year 
survival rate was 8o per cent in the patients without 
metastases at the time of radiation, and 30 per cent 
in those with metastases. 

The tumor occurred most frequently in the fourth 

decade and the average age of the patients was 38 
years. 
“ It is probable that the growth of metastases is 
stimulated by the extirpation of the testicle; there- 
fore, it is essential to start radiation therapy as early 
as possible after the operation. 

It is remarkable that malignancies occur about 
twice as often in the right, as in the left testicle; 
moreover, the seminoma of the right testicle seems 
to be more malignant and to metastasize earlier than 
that of the left. 

The radiation technique is described in detail. 
Two lower and two upper abdominal fields as well 
as the corresponding areas at the back were irradi- 
ated with 300 to 500 roentgens at intervals of 1 to 3 
days. The total dosage of the prophylactic irradia- 
tion was 2,500 roentgens. If there was suspicion of 
metastases the x-ray treatment was repeated after 3 
months. If metastases were present the dosage was 
increased to 5,000 roentgens. 

WERNER M. Sotmitz, M.D. 


Systemic Enzyme Changes Induced by Radiation 
Therapy of Malignant Tumors. Pup M. 
West. Brit. J. Radiol., 1952, 25: 44. 


During a preliminary investigation of the bio- 
chemical effects of radiation, attention was focused 
on the proteolytic enzyme system of the blood. A 
number of proteolytic enzymes have been identi- 
fied in serum, and found in association with the 
corresponding specific inhibitor which is usually 
present in excess. Two of these proteolytic enzyme 
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inhibitors, which occur in large amount in serum, 
have been studied in detail. They are antichymo- 
trypsin and antirennin. 

It was found that many cancer patients had ab- 
normal amounts of these substances in their circu- 
lation and that when they received radiation ther- 
apy, characteristic changes in the equilibrium be- 
tween the anti-enzymes occurred. Later it was 
found that other palliative agents, when successful 
in inducing tumor regression, produced similar 
changes to those observed with radiation therapy. 
Therefore, while searching for some of the bio- 
chemical effects of radiation, a method was dis- 
covered instead by which neoplastic activity could 
be accurately measured. This has been an invalu- 
able guide in the practical management of the 
patient with inoperable cancer. 

The basic concepts which have arisen out of this 
work are summarized as follows: In the normal 
adult, rennin inhibitor exceeds chymotrypsin in- 
hibitor, the maximum normal values for the two 
factors being 12 and 5 units, respectively. Rapidly 
growing cancer produces a reversal of the normal 
enzyme pattern with very high antichymotrypsin 
concentration and low normal or subnormal rennin 
inhibitor. The reverse situation is found in patients 
whose malignancy is undergoing regression or is in 
a dormant or arrested state. In these cases chymo- 
trypsin inhibitor is within normal range and rennin 
inhibitor is greatly elevated. Several cases are pre- 
sented to demonstrate the enzymatic response in 
patients receiving x-ray therapy. By the method 
of enzymatic response, the author believes that re- 
sults of radiation therapy may be measured ac- 
curately and that, in addition, the duration of these 
benefits of irradiation may be predicted. 

FRANK L. Hussey, M.D. 





MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


The Pathogenesis of Acute Renal Failure Associated 
with Traumatic and Toxic Injury. Renal Ische- 
mia, Nephrotoxic Damage, and the Ischemuric 
Episode. JEAN OLIVER, MuRIEL MAcDowELt, and 
ANN Tracy. J. Clin. Invest., 1951, 30: 1307. 


This article constitutes a report of the authors’ 
investigations concerning the pathogenesis of acute 
renal failure associated with traumatic and toxic 
injury, such as has been described in so-called “‘crush 
kidney,” “the kidney of shock,” or ‘lower nephron 
nephrosis.”” 

The authors first studied the structural changes in, 
and characteristics of, the human kidney in such 
renal failure. The essential tubular lesion in the 
traumatic injury was found to be a localized destruc- 
tion of the tubular wall with dissolution of the con- 
tinuity and fragmentation of the wall. This change 
occurred at varying parts of the nephron and at 
random among the nephrons. The authors designate 
this as tubular disruption or tubulorhexis. In toxic 
damage to the kidney there was found nephrotoxic 
tubular damage with no disruptive element but 
death of the tubular cells so that they filled and 
packed the intact basement membrane in a sausage- 
like manner. This change is designated simply as 
nephrotoxic tubular damage and occurs in proximal 
convolutions throughout the nephrons. 


No damage was found in the collecting tubules of 


any of the kidneys. These ducts, however, con- 
tained debris and casts in proportion to the amount 
of damage that occurred in their contiguous neph- 
rons. Heme pigments in casts were found in many 
of the dissected nephron tubules. There was no evi- 
dence, however, that the presence of such heme pig- 
ment exerted any ill effect on the tubular epithelium. 
Reparative changes were evident in tubular dis- 
ruption but they did not indicate much regeneration 
or reparative effort. If the disruption was great, 
there was little repair. Tubular regeneration in 
nephrotoxic tubular damage was greater and more 
complete. Restitution of kidney function would 
seem therefore to depend upon the development of 
functional normality of the nephrons which have not 
suffered the full brunt of disruptive injury. 
Experimental investigations of the kidney in shock 
were carried out to determine the effect of direct 
ischemia on the kidney as well as the effect of ische- 
mia produced by vasoconstriction following trauma. 
Direct ischemia resulted in the same structural dam- 
age seen in the human kidney in shock, essentially 
irregularly distributed tubular damage and complete 
destruction of stretches of tubule and basement 
membrane scattered along the course of a well pre- 
served nephron. Renal ischemia following shock 
produced by trauma caused lesions quite similar to 


those seen in the human “crush kidney.”” There was 
no evidence of any toxic damage in these experi- 
mental lesions produced by the same mechanisms 
as those causing human “crush kidney.” 

The authors give a thorough summation of, and 
speculation as to, the correct pathogenesis of acute 
renal failure from traumatic or toxic injury. They 
believe the renal ischemia is the unifying element in 
this condition, arising not from what happens in the 
kidney but in the general circulation, a “circulatory 
episode.” One may then call this clinicopathological 
syndrome an “‘ischemuric renal episode.” 

It is concluded that in acute renal failure of this 
type, the structural alterations which are correlated 
with the functional disturbances of the kidney are 
those of a tubular nephropathy. Two types of tubu- 
lar injury are seen. The first is nephrotoxic tubular 
damage occurring in the proximal convolutions of all 
of the nephrons. The second is tubulorhexis occur- 
ring in any part of the nephron and occurring at 
random in the nephrons. These two lesions occur in 
varying proportions depending on whether the in- 
jury is mainly circulatory, toxic, or both. In acute 
renal failure of nontoxic origin the insult is purely 
circulatory, a part of an episode in the general circu- 
lation which has involved the peculiarly susceptible 
area of the renal blood flow. The term “‘ischemuric 
renal episode” is suggested for this complication. 
Such a renal circulatory episode may arise from the 
general circulatory disturbances of a general intoxi- 
cation. From this fact comes the unity of pathogene- 
sis of acute renal failure from conditions such as crush 
injuries, transfusion reactions, fatal poisonings, and 
obstetric accidents. Donatp C. Geist, M.D. 


Elephantiasis of the Lower Limbs. RoBErrTo Farina. 
Plastic & Reconstr. Surg., 1951, 8: 430. 


Elephantiasis may be regarded as the final stage 
of chronic lymphedema, and until quite recently it 
was looked upon as an incurable disease; however, 
at the present time the operation proposed by 
Macey gives quite satisfactory results. 

Seventeen patients with elephantiasis of the lower 
limb were treated surgically. The method used was 
exeresis of all thickened tegument, followed by free 
skin grafting. The physiologic basis for this method 
is that the vicious circle which occurs in cases of 
elephantiasis is broken. Lymphatic ectasia affords 
a favorable field for microbic proliferation—hence, 
the repeated infections which attack the involved 
organ. The already precarious condition of the part 
involved is further aggravated by the development of 
cellulitis and lymphangitis. As a result, there is still 
further stoppage of lymphatic drainage, greater 
ectasia, and a more fertile field for further infections. 

The aim of the operation is to break this vicious 
circle by ample removal of the damaged tissues with 
their “lymphatic lake.” 
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As a result of the operation, the appearance and 
size of the limb approximates the normal. The oper- 
ation is undertaken, whatever may be the cause for 
the elephantiasis. SAMUEL Kaun, M.D. 


Lipids in Heterotrophic Ossification (Ossificazioni 
eterotopiche e lipidi). RoBerto DamIANI and Uco 
FILippINi BATTISTELLI. Chir. org. movim., 1951, 36: 
344- 


The authors reported 2 cases of heterotrophic 
ossification and supported their observations with 
animal experimentation. 

Two main theories exist as to the mechanism of 
pathogenic heterotrophic ossification. The classical 
cellular doctrine of Ollier affirms that the mesenchy- 
mal cell, the osteoblast, gives rise to a preosseous 
substance upon which are deposited calcium salts. 
The physicochemical doctrine of Leriche and Poli- 
card states that heterotrophic ossification is the re- 
sult of calcification of the protein content of the 
fibrous and connective tissue elements without the 
intervention of osteoblasts. The former theory is 
supported by the many investigations on the intense 
functional activity of the nucleic acids within the oste- 
oblasts during ossification. The latter theory is con- 
firmed by osteogenic effects of alcoholic extracts of 
cartilage, identifiable with chondroitinsulfuric acid, 
on muscle tissue. 

At present two other conditions have been ob- 
served in relation to heterotrophic ossification, 
namely, disturbance in the circulation, and altera- 
tion of the mineral content of the tissues involved. 
Decreased blood flow to a part has been found to 
alter the chemical composition of the interstitial 
fluids because of increased permeability of the cells 
which results in increased calcium content, and a 
tendency of the connective tissue to return to the 
embryonic state. This is followed by an alteration 
in the calcium-phosphate ratio. The biochemical 
transformation of calcium into the tricalcium phos- 
phate of osseous tissue has been shown to be related 
to organic phosphates. Since tricalcium phosphate 
is insoluble it must be formed in situ. The calcium 
comes from the inorganic salts and protein salts 
found present at these sites, and the phosphate is 
liberated mostly by the hydrolysis of phosphorated 
esters. The greater part of the phosphate is esterized 
with cholesterol, and hence the formation of bone is 
dependent upon the amount of lipids present to 
liberate the phosphates. This is supported by the 
work of Grassi who observed an acceleration of os- 
sification by the introduction of lipids at the fracture 
sites. 

Two cases are presented of heterotrophic ossifica- 
tion which developed at the xyphoumbilical region 
following laparotomy incisions for gastric surgery 12 
and 10 months previously. The cartilaginous speci- 
mens removed surgically were 9 and 4 cm. in length 
and were surrounded by dense adherent fibrous tis- 
sue. Histologically, they were composed of cartilage, 
rich in cells, with osseous trabeculations delimiting a 
medullary canal. Special stains (Sudan III, osmic 
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acid) showed the presence of abundant fat-staining 
small particles within the numerous fibroblasts ad- 
herent to the bone. Similar fat-staining particles 
were found in the plasma cells at the periphery of the 
fibroblasts. With the Ciaccio stain they were inter- 
preted as being phosphorated lipids. 

The classic method of producing heterotrophic 
ossification by transplanting the mucosa of the 
urinary bladder into the gluteal muscles was under- 
taken in rabbits. These animals were sacrificed at 
20, 30, and 4o days. Histologic studies showed 
cystic formation with invasion by young connective 
tissue elements which became edematous and later 
contained phosphorated fat granules. 

The cyst then became invaded with the formation 
of cartilage and bony trabeculations. In another 
preparation in which intense basophilic staining was 
taken up by osteoid tissue, lipoid deposits with cells 
were rare. ROLAND A. MANFREDI, M.D. 


Solitary Plasmocytoma. S. L. Matuorra and B. K. 
ArkaT. Ind. J. Surg., 1951, 13: 326. 


Solitary plasmocytoma is an extremely rare tumor. 
Lumb found only 17 proved cases in a search of 
the world literature. Although some hold the view 
that solitary plasmocytoma is a precocious lesion 
of multiple myelomatosis and that most patients, 
if followed up long enough, ultimately develop the 
multiple disease, it is believed that the case reported 
by the authors is not of this type. 

In a review of the clinical features of patients with 
solitary plasmocytoma, pain was found to be present 
in about 80 per cent of the patients and was constant 
without remission being steadily progressive. Of 
17 proved cases in the literature, 6 involved the 
femur, 4 the bones of the pelvis other than the sa- 
crum, 2 the humerus, and 1 case involved the tibia. 

The authors report a case in a patient who de- 
veloped involvement of the right iliac bone, which 
was almost replaced by the tumor which gradually 
enlarged, and aspiration biopsy confirmed the diag- 
nosis of plasmocytoma. The patient refused hind- 
quarter amputation as well as x-ray therapy and 
was therefore given a course of “‘stilbamidine.”” The 
pain became worse under these circumstances and 
there was no improvement in the patient’s condition. 
By the end of approximately 2 years, the tumor had 
become the size of a football. 

In a review of the laboratory and biochemical 
features of the peripheral blood there was excessive 
rouleux formation, 50 per cent of the patients had 
anemia, the leucocyte count was usually normal or 
somewhat low, and the serum proteins were normal. 
In about 44 per cent of the cases of multiple disease 
in the literature the calcium determinations showed 
elevation. The roentgenologic appearance of the 
lesion was not characteristic. Solitary plasmocytoma 
should only be diagnosed if there is histologic confir- 
mation of the biopsy material and there is complete 
exclusion of other bone or soft tissue involvement. 

In contrast to multiple myeloma, solitary plas- 
mocytoma involves a younger age group. There is 
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usually a large tumor, slight systemic disturbance, 
and little or no anemia; pain is not a constant feature 
and the sternal marrow is invariably negative. The 
serum proteins are normal and Bence Jones pro- 
teinuria is never present. Unlike multiple myeloma 
which is uniformally fatal despite treatment, solitary 
plasmocytoma is a relatively benign disease which is 
amenable to radical surgery in the early stages. 
LERoy J. KiLemsasseEr, M.D. 


EXPERIMENTAL SURGERY 


Maintenance of Life by Homologous Lungs and 
Mechanical Circulation. Wziut.is J. Ports, 
WItt1AM L. RIKER, RoBERT DEBorp, and Cart E. 
ANDREWS. Surgery 1952, 31: 161. 


It has been shown that adequate respiration in a 
dog can be maintained by directing some of the 
blood through homologous lungs. As a result of 
recent experiments, it has been demonstrated that 
an exchange of gases adequate to sustain life can be 
accomplished by pumping all the blood of a dog 
through homologous lungs. It has also been demon- 
strated that the heart may be opened while using 
this method of extracorporeal respiration. 

SAMUEL Kaun, M.D. 


The Influence of Ultrasonic Energy on the Structure 
of the Ovary. Experimental Study [Influenza 
dell’energia ultrasonora sulle strutture dell’ovaio 
(studio sperimentale)]. M. Fort and L. Otiva. 
Q. Clin. ostet. gin., 1951, 6: 591. 


Forty guinea pigs formed the material for this ex- 
perimental study of the effects of ultrasonic energy 


on the ovary. They were divided into groups and 
the amount (time plus intensity) of energy applied 
and the time elapsing before sacrificing the animal 
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and examining the ovary histologically varied in 
serial manner. 

In general it was found that the greater the amount 
of ultrasonic energy applied the more pronounced 
were the resultant changes; this, however, did not 
seem to represent the resultant of purely mechanical 
action. The stroma was unmodified while the more 
important elements, the epithelial cells, were very 
evidently injured. The epithelial elements were not 
uniformly injured in relation to the amount of energy 
received; the primordial cells seemed to be less 
affected, especially the smaller follicles. In fact, 
cells of a certain size appeared to be most affected 
and the authors wonder if these cells might not have 
had just about the diameter of the wave length used, 
The sensibility of the cell may also vary with the 
animal used. 

On the whole, however, the effects of mechanical 
laws on the results produced was quite evident. In 
fact, the authors wonder if the fact that the proto- 
plasm of the cell was, as a rule, more affected than 
the nuclear substance might not have depended 
upon the simple mechanical law of the greater sur- 
face extension of the former. 

No matter how badly the ovary was injured in its 
follicular elements, it seemed to recover full func- 
tional efficacy in time; in fact 2 of the guinea pigs 
later became pregnant and the embryos appeared to 
be normal in every respect. Of course, only one 
ovary in these animals was treated and the other 
may have been the source of the fertilized ova, even 
in the pregnancies which were encountered in the 
uterine horn on the same side as the treated ovary 
(external migration of the fertilized ovum). How- 
ever, the younger follicles escape the injurious effects 
of the ultrasonic energies, to grow later into normal 
ovarian follicles. Joun W. BRENNAN, M.D. 





